Introduction A maternal near miss is defined as a life-threatening pregnancy-related complication where the woman survives. The World Health Organization (WHO) has produced a tool for identifying near misses according to composite criteria, which include the occurrence of a severe maternal complication together with organ dysfunction and/or specified critical interventions. Maternal deaths have been audited in the public sector Metro West maternity services for many years but there has been no monitoring of near misses. We aim to measure the near miss rate, maternal mortality ratio and the mortality index; and to investigate the near miss cases. Methods A retrospective observational study was conducted during 6 months in 2014 which identified and analysed all nearmiss cases and maternal deaths from Metro West, using the WHO criteria. Metro West includes nine primary-care midwife units, two secondary hospitals; and one tertiary hospital. Results In all, 112 near miss cases and 13 maternal deaths were identified from a total of 19 222 live births. The maternal mortality ratio was 67.6 per 100 000 live births and the maternal near-miss rate was 5.83 per 1000 live births. The maternal near miss to death ratio was 8.6 : 1 and the mortality index was 10.4%. The major causes of near miss were hypertension (50, 44.6%), haemorrhage (38, 33.9%), and puerperal sepsis (13, 11.6%) these three conditions all had low mortality indices; 1.9%, 0 and 1.9%, respectively. Less common conditions were medical/ surgical conditions (7, 6.3%), nonpregnancy-related infections (2, 1.8%) and acute collapse (2, 1.8%), with higher mortality indices (33.3%, 66.7%, 33.3%, respectively). Critical interventions included massive blood transfusion (27.6%), ventilation (31.9%) and hysterectomy (24.1%). Considering health system factors, 63 (56.3%) of the near misses occurred initially at a primary-level facility and were all referred to the tertiary hospital; 38 (33.9%) occurred at the secondary hospitals and 11 (9.8%) at the tertiary hospital. Analysis of avoidable factors identified lack of antenatal clinic attendance (11.6%), inter-facility transport problems (6.3%) and health-provider-related factors (26%). Conclusion The near-miss and maternal rates for Metro West were lower than other developing countries, but higher than highincome countries. The mortality index was low for direct obstetric conditions (hypertension, haemorrhage and puerperal sepsis), reflecting good quality of care and referral mechanisms for these conditions. The mortality indices for nonpregnancy-related infections, medical/ surgical conditions and acute collapse were much higher, suggesting that medical problems need more focused attention.
Introduction Spontaneous preterm labour occurs in 10% of pregnancies and is a major health problem. It is well accepted that intrauterine infection and inflammation are major contributing factors to preterm labour. The transcription factor, nuclear factorjB (NF-jB), is associated with inflammation and is activated in response to infection involved in labour. It has been known for several decades that cAMP has potent immunosuppressive and anti-inflammatory actions. Recently, A-kinase-interacting protein 1 (AKIP1) has been identified to act as a key molecular switch, determining whether cAMP positively or negatively affects NF-jB activity. So far, no study was done to investigate the role played by AKIP1 in human uterine smooth myometrial cells. The objective was to assess the role of cAMP in repressing inflammation in human myometrial cells, and the possible mechanism(s) involved. To investigate the role played by AKIP1 in human uterine smooth myometrial cells. Methods Human myometrial cells were isolated from myometrial biopsies obtained from women at the time of pre-labour caesarean section. Cells were cultured and incubated with forskolin (100 lM) either alone or in combination before adding interleukin-1b (IL-1b; 10 ng/mL) for 6 hours. On a separate experiment, myometrial cells were knocked down using siNT. After transfection, cells were incubated for 96 hours before being treated as above. The levels of inflammation-associated genes were measured using RT-PCR, ELISA assay and Western blotting. Results We found that with the exception of COX-2, cAMP represses IL-1b-induced inflammation on inflammation-related gene expression and pro-inflammatory cytokines. We observed that by silencing AKIP1, cAMP behaves as an anti-inflammatory, repressing IL-1b-induced COX-2 expression. In addition, we found that AKIP1 expression is down-regulated in pregnancy and increased with the onset of labour. This occurrence coincided with reduction of cAMP tone with labour process, supporting the evidence further that in pregnancy, when AKIP1 expression is low, cAMP acts to inhibit NF-jB activity in order to maintain uterine quiescence, hence the down-regulation of COX-2 gene expression;
Introduction A great deal of often conflicting research has been performed regarding cervical length assessment, progression during gestation and impact upon the outcomes of pregnancy. Shorter cervix length is well established as being correlated with preterm birth and longer cervical length with prolonged pregnancy. Despite this, limited research has been performed in an Australian healthcare setting regarding the shortening of cervical length, and the impact upon cervical length measurement that gestation and various demographic and medical factors may play (specifically instrumentation or excisional procedures of the cervix). Methods This study assessed the progression of cervical length via both transvaginal and transabdominal ultrasound during first, second and third trimesters of pregnancy. These measurements were assessed via a multivariate analysis, analysing various demographic and medical factors. Six months of births at Fiona Stanley Hospital (a tertiary obstetrics centre in metropolitan Perth, Western Australia) were assessed for having three ultrasound measurements of cervical length, one in each trimester listed on the public IMPAX radiology database. Results In total, 322 cases were assessed against the above criteria. Mean maternal age was 28.3 AE 5.4, with a mean cervical length during first trimester of 46.4 mm, second trimester 41.5 mm, and third trimester 39.3 mm. Twenty-five patients (7.5% of cases) had a cervical length of <25 mm at one or more assessment. Conclusion In the cohort assessed in this study we found similar progression of cervical length during the various stages of pregnancy when compared with previous studies. There was a positive association between short cervical length and prior cervical instrumentation and preterm birth (gestation <38 weeks). Body mass index (BMI) > 25 kg/m 2 and BMI > 30 kg/m 2 were positively associated with a reduced shortening of cervical length during pregnancy, this was however not observed in women with increased BMI and prior cervical instrumentation, nor did it lower the incidence of preterm birth in this sub-population. In women who received both transabdominal and transvaginal cervical length assessment there was a high degree of concordance across all gestations.
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Gynaecological and reproductive outcomes after use of Bakri balloon tamponade for postpartum haemorrhage: a tertiary centre experience Ng, QJ 1 ; Seah, JMV 2 ; Mathur, M 1 ; Tagore, S Introduction There is growing evidence that Bakri ballon tamponade (BBT) is an effective option for conservative management of postpartum haemorrhage (PPH). However, there is a lack of studies on the subsequent impact on menstruation and fertility after the use of BBT. The aim of our study is to investigate the menstruation patterns and reproductive outcome in women with management of PPH with BBT. Methods This is a follow-up prospective study of all 49 patients who had BBT for management of PPH in KK Women's and Children's Hospital between April 2013 and December 2015. We documented their menstruation pattern and subsequent pregnancies (if any).
Results Of the 49 women, six declined to participate in the study and three were uncontactable; 33 of them had successful BBT for PPH while seven of them failed BBT and had hysterectomies for PPH. The median follow-up duration was 52 months (range from 17 to 968 days). Twenty-seven (81.8%) of the 33 women had regular menses while six (18.2%) had irregular menses. Nine (27.3%) women had menorrhagia and six (18.2%) women had dysmenorrhea. Regarding fertility, 12 (36.4%) of them were using contraception; five (15.2%) were using barrier contraception, one (3.0%) was on oral contraceptive pill, one (3.0%) was using Depot Provera, two (6.0%) were using etonogestrel implants and three (9.0%) had tubal ligation. For the remaining 21 (63.6%) patients, there were four (19.0%) pregnancies that were of spontaneous conception. Two of them had elective caesarean sections while one had a normal vaginal delivery and their deliveries had no complications. The last patient is currently about 6 months pregnant and is antenatally well. Conclusion Our study suggests that BBT does not impair menstruation or future fertility in the short term. More long-term studies will need to be conducted to evaluate the possible impact of BBT on gynaecological outcomes.
IP121
Intrapartum fetal heart rate (FHR) monitoring: distilling 40 years of clinical research into three central concepts-applying the principles of patients safety Uzoho, N University Of Kwazulu-Natal, Durban, South Africa
Intrapartum fetal heart rate (FHR) monitoring is one of the commonest obstetrics procedures impacting the lives of millions of mothers and their babies worldwide every year.
However, for more than four decades, a lack of standardisation, training and competency testing in intrapartum FHR monitoring has led to ill-defined, confusing and controversial terms ('perinatal asphyxia', 'fetal distress'). This has led to a breakdown in communication that jeopardises patient safety. Unsubstantiated theories, hypotheses, unscientific dogma, myths, urban legends and folklores passed down from residents to residents, nurses to nurses and generations to generations, whether or not we admit these practices, which are not based on evidence, will continue to challenge the credibility of our profession. The goal of this study was to systematically review intrapartum FHR-monitoring literature. A systematic predetermined search strategy, which dates from 1997 to 2012, was performed in multiple databases to identify studies describing FHR monitoring that are evidence-based, applying the principles of patient safety. Data from over 22 studies were included in this analysis.
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A positive outcome with Dilapan Chadha, R; Gupta, J Birmingham Women's Hospital NHS Trust, Birmingham, UK
A 33-year-old Para 0 + 10 Afro-Caribbean lady presented with an in vitro fertilisation pregnancy at 21 weeks of gestation to labour ward triage with a raised blood pressure (BP) of 156/105. In triage she had 3+ protein in her urine, she had no headache but some intermittent visual disturbance, no epigastric pain, brisk reflexes and no clonus. She was given Labetalol but BP continued to rise to 190/100, at which point she was transferred to the high-dependency unit (HDU). Over the following 14 hours her pre-eclampsia (PET) deteriorated further, despite oral nifedipine, intravenous Labetalol and intravenous Hydralazine. In view of her deteriorating clinical condition, PET, worsening BP and blood results a decision was reached by three consultants to do a termination of pregnancy as a definitive means of treating her PET. Due to the fact that she had fibroids and low platelets it was highly likely that a hysterotomy was going to lead to hysterectomy, which was not desirable as she wanted further children. Therefore five Dilapan rods were inserted into a pin-point cervix. The cervix dilated sufficiently in 2 hours to allow an ultrasound-guided termination of pregnancy. The use of Dilapan in this case helped to achieve a positive outcome for this lady. We were able to avoid the risks of surgery, which in her case would have almost certainly ended up in a hysterectomy due to her low platelets and fibroid uterus. This would have been a tragic outcome for her as she still wished to have children, although this is unlikely to be an option for her realistically, it would have caused huge psychological trauma. The Dilapan allowed us to quickly dilate her cervix sufficiently that we could, reasonably and noninvasively, achieve a termination of pregnancy and therefore manage her PET. After the procedure she was admitted to ITU but eventually made a good physical recovery and was discharged home.
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The overuse of blood transfusions in obstetricswhy give two when one will do? Cauldwell, M 1 ; Shamshirsaz, A 2 ; Vidaeff, A 2 ;
Steer, P 1 1 Imperial College, London, UK; 2 Baylor College Medicien, Houston, TX, USA Introduction Recent data would suggest a liberal transfusion policy confers no benefit to women with regard to postpartum blood transfusions. Furthermore, giving less blood (i.e. single versus two units) reduces costs and can reduce morbidity. Nevertheless clinicians appear to favour giving two units. The objective was to describe and document changes in the practice of postnatal red blood cell transfusion (RBCT) in obstetric haemorrhage. Methods Audit of RBCT from 1988 to 2000 including 17 separate maternity units in the North West Thames region of London UK (n = 501 328), examining the number of units transfused against estimated blood loss at delivery. A further such audit of two major tertiary maternity units, centre A in the UK from April 2013 to April 2015 April (n = 11 888, 2013 , and centre B in the USA (sample time period) examining the clinical triggers for transfusion. Main outcome measures Number of RBC units per woman transfused.
Results Between 1998 and 2000, 2% of women received a postnatal RBCT, with only 3% of women receiving a single unit compared with 42.7% receiving two units despite the mean blood loss in each group being almost identical (775 mL and 780 mL, respectively). The number of two-unit transfusions greatly exceeded the number of single units given in all 17 units. Between 2013 and 2015, 0.97% of women in centre A received a postnatal RBC transfusion (defined as 6-24 hours postpartum to avoid the effect of acute postpartum haemorrhage) compared with 5.9% in centre B. In centre A 10.7% were given one unit and 58.9% were given two, despite the mean blood loss being identical in each group (1544 mL). In centre B over the same time period only 9.4% were given one unit compared with 90.6% being given two, despite the estimated blood loss not being significantly different (917 versus 1131 mL). The majority of postnatal transfusions occurred when the pre-transfusion haemoglobin concentration was 7 g/dL or more. Conclusion Overall rates of RBC transfusion have fallen but a two-unit transfusion is still favoured over one for a similar estimated blood loss. The threshold for transfusion is lower in centre B resulting in high rates of transfusion, which may be unnecessary. The current recommended haemoglobin concentration threshold for transfusion (7 g/dL) is not being observed. The risks of blood transfusion could be reduced by a more evidence-based approach.
Introduction Induction of labour is a method of prematurely or artificially stimulating the onset of labour before its spontaneous onset, which is best undertaken when continuing the pregnancy is thought to be associated with greater maternal or fetal risk than inducing labour. Among several methods, vaginal prostaglandin E 2 (PGE 2 ) is preferred. The recommended regimen is 3 mg tablet per vagina followed by a second dose after 6 hours if labour is not established (NICE, July 2008) . A different regimen is used in the audited setting (3 mg of PGE 2 per day repeat once 24 hours later) to suit the local set up, to reduce the burden on staff and to optimise monitoring. The objective was to audit the outcome of induction of labour using the local regimen compared with the standards given by NICE. Methods Prospective audit was carried out in the Professorial Obstetric Unit in Teaching Hospital Peradeniya over a 1-month period and outcomes of the induction were prospectively obtained using a structured pro forma, of all mothers who underwent induction of labour during this period. Results Out of 419 deliveries during the period, 19% (79) of mothers were induced with PGE 2 , (standard 19.8%). Among them, 5.1% (4) had uterine hyperstimulation (standard 5.8%) and 2.5% (2) had fetal distress within 12 hours of induction (standard 1.8%). The failure of induction was 16.5% (13) after one cycle of induction with PGE 2 (standard 15%); 24% (19) had caesarean sections for delivery (standard 22%) and 76% delivered vaginally. Among the vaginal deliveries, 29% (23) delivered without any intervention and 47% (37) delivered with oxytocin augmentation. Conclusion As the audit findings of success rates and major complication rates were similar to the NICE standards, the current regimen will be continued for the induction of labour. Funding Self-funded.
IP125
Use of prophylactic antibiotics for prelabour rupture of membranes at term in early induction of labour-a randomised controlled trial Gunathilaka, SNMPK; Prasanga, DPGGM; Karunananda, SA and mortality in mother as well as fetus. Available evidence on the necessity of prophylactic antibiotics is limited. Objectives To identify whether the use of a prophylactic antibiotic, cefuroxime, in mothers at term with prelabour rupture of membranes can reduce feto-maternal and neonatal infections compared with a group without prophylactic antibiotics, in early induction of labour. Study design Randomised controlled trial. Setting Professorial Obstetric ward of Teaching Hospital Peradeniya. Methods Mothers with term prelabour rupture of membranes who fulfil the criteria and consented were recruited. Antibiotics were started after initial evaluation on one group (A); intravenous cefuroxime 750 mg 8-hourly for 24 hours followed by oral cefuroxime 500 mg 12-hourly for 48 hours while no antibiotics were give to the other group (B). Mothers were induced with oxytocin if labour was not started spontaneously by 12 hours of dribbling (early induction method). Development of chorioamnionitis, postpartum endometritis, postpartum sepsis and neonatal sepsis were recorded. Results A total of 118 subjects were studied; 60 were in the intervention arm and 58 were in the control arm. There were no statistically significant differences in age, body mass index, period of gestation, proportion of primigravida, duration of dribbling before inclusion in the study, duration from onset of dribbling to delivery, duration of labour, number of vaginal examinations, number of caesarean sections and birthweight of babies in each group. There were no significant differences in chorioamnionitis (A: n = 60, 1.67%, B: n = 58, 3.45%, OR 0.47, 95% CI 0.04-5.27), postpartum endometritis (A: n = 60, 0%, B: n = 58, 3.45%, OR 0.19, 95% CI 0.01-3.88) and neonatal sepsis (A: n = 60, 1.67%, B: n = 58, 5.17%, OR 0.31, 95% CI 0.03-3.02) in the two groups. Postpartum sepsis was not reported in both arms. Conclusion The study was unable to demonstrate any significant benefit of prophylactic antibiotic cefuroxime in mothers with term prelabour rupture of membranes on any of its outcome measures with early induction of labour. Funding Self-funded.
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Postpartum Ogilvie's syndrome: a systematic review of case reports and case series Jayaram, P; Mohan, M; Lindow, S Sidra Medical and Research Centre, Doha, Qatar Introduction Ogilvie's syndrome or acute colonic pseudoobstruction (ACPO) is a rare condition characterised by massive dilatation of the colon in the absence of mechanical obstruction. About 10% of cases are related to obstetric and gynaecological procedures, caesarean section being the commonest associated factor. Acute intestinal dilatation, if not treated, may lead to perforation and faecal peritonitis and consequent high morbidity and mortality. Methods An exploratory literature search on Pubmed, Embase, Google Scholar and a hand search from references was performed for case reports and case series, without language restriction. Records reported after 2002 were included for the full review. Data were analysed for quality of reports, risk factors, clinical features, management methods, morbidity and mortality.
Results From a total of 125 cases of postpartum ACPO 66 cases have been reported in 37 publications after 2002. Details of delivery were recorded in 13 (19%), clinical manifestations in 49 (69%), imaging results in 43 (65%) and management described in 100% of the cases. Although 62 (92%) followed caesarean section, no specific antepartum or intrapartum factors were associated with ACPO. The percentage of caesarean sections performed for pre-eclampsia, multiple pregnancy, antepartum haemorrhage/ placenta praevia were more in this group compared with general population data form England and Wales. Abdominal distension and pain were the commonest symptoms, followed by vomiting. Fever was common in patients with perforation. Twenty-eight (43%) patients had intestinal perforation or impending perforation, and 31 (47%) patients required laparotomy. Conservative management was successful in 33 (50%) patients. All patients with a caecal diameter >12 cm perforated compared with 3/17 with a diameter <9 cm. Most perforations were diagnosed between postoperative day 3 and day 5. Only one case of mortality has been recorded (1.5%). Conclusion No specific risk factors could be identified for postpartum ACPO. Any postpartum patient with abdominal distension and pain should have appropriate imaging to rule out colonic dilatation and/or perforation. Perforation could occur with a caecal diameter of <9 cm but was inevitable if the diameter exceeded 12 cm. The mortality risk is lower in the postpartum group compared with other patients with ACPO. There is a need to establish national-level databases to capture all the relevant data in a consistent manner, to understand this rare disease process.
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A clinical audit on the use of antenatal corticorsteroids in preterm labour Gihan, C 1 ; Gunaratne, L 2 ; Rathnayake, C This paper presents 40 years of history of operative vaginal delivery at the Port Moresby General hospital (PMGH). From the early 1970s when Dr GC Bird was appointed as head of Obstetrics at the PMGH, vacuum extraction has been the preferred method of assisted vaginal delivery at PMGH. In the early 1970s Dr Bird began to experiment with more effective configurations of the then standard metal Malmstrom vacuum extraction cup: the Bird anterior cup was introduced in 1973 and the posterior cup in 1974. These modifications to the vacuum extractor cup allow for more effective placement of the cup on the flexion point on the fetal head thereby facilitating more successful vacuum-assisted delivery. Between 1976 and 2016 there were a total of 15 000 vacuum extractions (average rate 4%) performed, with a mean failure rate of 2.5%. There were 620 vaginal forceps deliveries (rate 0.2%), 14 747 caesarean sections (CS) (rate 4%) and 184 symphysiotomies performed (0.05%, all for failed vacuum extraction procedures). Comparing the decades 1975-85 and 2005-15 shows: a slowly rising CS rate from 2% to 5%; falling assisted vaginal delivery rate from 10-15% in the 1970s, but static at 3-4% since 1983. The combined fresh stillbirth and early neonatal death rate for infants >1.5 kg and >2.5 kg for 2000-2010 period were 11.3/1000 and 9.5/1000, respectively, and compare with an assisted vaginal delivery specific combined fresh stillbirth and early neonatal mortality rate of 8.5/1000. These very low perinatal mortality rates combined with low operative intervention rates have been maintained in spite of a burgeoning HIV and tuberculosis epidemic, increasing social dislocation and poverty in the national capital accompanying an increase in population from 100 000 in the 1970s to nearly 1 million today. At the same time there has been an increase in total births from 5000 in the 1970s to 15 000 per annum today, but with very little increase in nursing and midwifery manpower resources over the period. These maternal and perinatal results have been achieved largely by formulation of clear and evidencedbased standard care protocols and adherence to them with close supportive and training supervision by specialist obstetricians committed to quality care and outcomes, a focus on training and hands on supervision and regular audit. In women with previous CS, adhesions were present in 37%, compared with 10% of women with no previous CS (P < 0.001). Adhesions increased with numbers of CS, from 32% after one CS, 42% after two CS to 59% after three or more CS (P < 0.001). After three or more CS, one-third of the operations were considered complicated due to adhesions and adhesiolysis was required in 7% (P < 0.001). Independent of the numbers of previous CS; first CS after 1996, age ≥35 years, body mass index ≥30 kg/m 2 , or postpartum infection, were risk factors for adhesions. Previous CS had the highest weighted effect on the outcome, next to background factors and CS after 1996. Conclusion Adhesions were three times more common after one compared with no previous CS. The main obstetric risk factor for adhesions after CS was repeated CS but maternal age, BMI, CS after 1996 and infection influenced the risk.
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Essential ten life-saving skills preventing maternal death Jesmin, Z After taking informed written consent, patients were grouped as Group A (n = 35) and Group B (n = 35). In Group A induction was given by single oral dose of 200 mg mifepristone, and after 48 hours, tab. Misoprostol in post fornix was started (if <34 weeks of gestation a100 lg dose and if >34 weeks of gestation a 50 lg dose). Doses were repeated at 6-hourly intervals if required. In Group B, induction was given by 100 lg misoprostol at 6-hourly intervals in post fornix. In both groups we allowed misoprostol maximum 600 lg. Oxytocin was given for augmentation if needed. Pulse, blood pressure, temperature, uterine contraction and symptomatic symptoms were monitored hourly.
Results The two study groups did not differ demographically. Induction to delivery time was shorter in the combined regimen group (P < 0.001). Induction to delivery interval ranged from 12 to 14 hours in the mifepristone plus misoprostol group. In the only misoprostol group it was about 24-36 hours. Doses of misoprostol were lower in the combined group (P < 0.001). Four patients need oxytocin for augmentation in the only misoprostol group. In the combined group oxytocin was not needed. The two groups did not differ as regards complications experienced during labour and delivery significantly. Conclusion In induction for IUFD mifepristone plus misoprostol is an effective combined regimen. It is safe, easily administered, tolerable, had less induction to delivery interval, required less dose of misoprostol and no need of augmentation with oxytocin. So, the combined group is more effective than the conventional regimen of misoprostol alone.
IP136
Efficiency of nitrous oxide in external cephalic version on success rate: a randomised controlled trial Dochez, V; Esbelin, J; Volteau, C; Winer, N University Hospital of Nantes, Nantes, France
Objective To analyse the effect of using inhaled nitrous oxide (versus medical air) for analgesia on the success rate of external cephalic version (ECV). Bone marrow transplantation (BMT) preceded by total body irradiation (TBI) successfully treats malignant neoplasms during childhood, resulting in a growing number of long-term survivors. Pregnancies after TBI and BMT are achieved mainly via assisted reproductive technologies as subfertility is common, but natural conceptions can occur. Case series show a very high risk of pregnancy loss due to miscarriage and preterm birth, and fetal growth restriction. Optimal pregnancy management is unclear. We present pregnancy data in four women who conceived spontaneously after TBI+BMT for childhood haematological malignancies who were managed at the Preterm Birth Clinic at University College London Hospital. Two women had previously had second-trimester late miscarriages elsewhere before referral to UCLH. All women had short cervical measurement on ultrasound measurement in mid-gestation, a strong risk factor for preterm birth. Our experience was that vaginal progesterone did not prevent mid-trimester cervical shortening, and further intervention was required. Placement of cervical cerclage resulted in preterm birth at viable gestational ages with good neonatal outcome. In women who undergo TBI+BMT, patient age at irradiation is correlated with uterine volume. Impaired uterine development and abnormal uterine blood flow are potential aetiological factors for the high rate of pregnancy loss. Although definitive conclusions cannot be drawn due to our small case number, we advocate the use of cervical cerclage for these particular patients. Cases Patient 1: Biphenotypic leukaemia age 10 years, TBI+BMT. Introduction and methods A population-based cohort analysis of maternal outcomes at a regional Australian hospital was performed to evaluate the complication rates associated with full dilatation caesarean section (FDCS). The population studied are covered by a universal healthcare scheme where all operative deliveries are performed by a consultant or a registrar. The hospital has approximately 2500 births annually and, together with two other maternity hospitals in the region, serves a population of close to 300 000. Inclusion criteria: singleton birth, vertex presentation and lower segment uterine incisions. FDCSs maternal variables studied included indication/s for surgery, length of hospital stay and surgical complications. Neonatal outcomes were outside the scope of this audit. Results In all, 380 FDCSs were performed between January 2008 and August 2016, of which 357 (93.9%) satisfied the inclusion criteria; 186/357 (52.1%) of these patients were nulliparous. The average age of this group was 28.7 years with an average body mass index of 26.4 kg/m 2 . The average gestational age was 39 weeks and 4 days. 349/357 (95.0%) were spontaneously conceived pregnancies. 31/357 (8.7%) had undergone a previous caesarean section, 30/31 (96.8%) of whom had done so in the pregnancy before the index pregnancy. Fetal distress (174/357; 48.7%) and labour dystocia (120/357; 33.6%) were the most common indications for caesareans at full dilatation. Other indications included: 1/357 (<1%) for placental abruption, 66/357 (18.5%) for a failed instrumental delivery and 20/357 (5.6%) for a high presenting part. Fifty-four of the 66 (81.8%) of the failed instrumentals were attempted vacuum deliveries, 11/66 (11.67%) were failed forceps deliveries and 1/66 (1.5%) both forceps and vacuum attempts failed. Genital tract trauma occurred in 17/357 (4.8%) of cases. Surgical complication/s data were available for only 180/357 (50.4%) of the cases. Uterine angle extension/s was the most commonly cited issue at 10.6% (19/180). Bladder injuries, ureteric injuries and bowel injuries collectively accounted for 1/180 (<1%) of cases. Estimated intraoperative blood loss: 67/ 357 (18.8%) lost between 500 and 1000 mL, 13/357 (3.6%) lost between 1000 and 1500 mL and 6/357 (1.7%) lost >1500 mL. The average length of hospital stay was 3.9 days.
Conclusion Comparative data with non-labour or early-labour caesareans would improve the applicability of the results tabled. Longitudinal studies that focus on the long-term impact of these difficult caesarean sections would provide insight into the overall safety of these procedures.
IP140
A study of peripartum and postpartum hysterectomy done at tertiary referral maternity hospital, Colombo, Sri Lanka Pathiraja, M; Jayawardena, A; Senanayake, H De Soysa Maternity Hospital, Colombo, Sri Lanka Introduction Emergency peripartum and postpartum hysterectomy (EPPH) is a life-saving procedure in emergency situations such as obstetric haemorrhage when conservative medical and other surgical measures have failed. It is a very dramatic but life-saving procedure and associated with significant maternal morbidity and mortality. Methods Prospective data collection was carried out from 1 June 2014 to 31 May 2015 at De Soysa Hospital for Women for all severe acute maternal morbidity and mortality events. All identified postpartum hysterectomies were analysed in detail for incidence, indications, risk factors, preoperative management, surgical technique, morbidity, hospital resource utilisation and outcomes. Results There were ten peripartum hysterectomies and one postpartum hysterectomy done during the study period for 7160 deliveries for a rate of 14 per 10000 deliveries. None were primigravida. Median (interquartile range) age was 36 (36-31) years and POA was 37 weeks (38-36 weeks). There were nine live births, two stillbirths (acute fatty liver of pregnancy [AFLP]/ intrauterine growth restriction) and one neonatal death (congenital anomalies). The commonest indication for EPPH was morbidly adherent placenta (seven cases). Mode of delivery for 9/ 11 were elective LSCS and two planned vaginal deliveries. Four EPPH were done for postpartum haemorrhage (three for atonic uterus and one trauma). All patients required intensive care. Median stay at in intensive care unit (ICU) was 4 days (range 1-22 days). One patient had AFLP before delivery. Transfusion of packed cells was required for all patients (median of two packed cells with range of one to nine packed cells) and other blood products were transfused in five patients. Five peripartum hysterectomies were planned before delivery (elective) due to morbidly adherent placenta and were done with mean blood loss of 660 mL, average transfusion requirement of 1.6 packed cells, mean ICU stay 4 days, average total hospital stay 11 days. Six unplanned hysterectomies were done with mean blood loss of 2033 mL, average transfusion requirement of 3.5 packed cells, average ICU stay 6 days, mean total hospital stay 12 days. There were nine total and two subtotal hysterectomies. There were no maternal deaths in the study population. Conclusion Studying EPPH is important to understand near-miss maternal morbidity, and it also aids in the understanding of severe maternal morbidity and mortality allowing for better resource utilisation.
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Attitudes towards maternal request caesarean section: a survey among consultant obstetricians Jones, A 1,2 ; Penketh, R 1 ; Amin; P 
POW).
Design Cross-sectional survey study. Setting All consultants currently practicing obstetrics at either UHW or POW were included in the study. Methods Participants were asked to anonymously complete a standardised survey reflecting their current clinical practice. Participants were asked to rate their attitude towards maternal request for caesarean section (CS) between 0 (very anti) and 10 (very pro), followed by their perception of the general attitude of their department. Five common scenarios of patients requesting CS without medical indication were presented. Consultants were asked to indicate their usual approach to managing these patients from a list of multiple choices, then asked to predict how likely these patients would be to receive a maternal request CS in their unit. Results Response rates were 92% (UHW) and 89% (POW) with a total of 91% (20 participants). There was even distribution in level of experience; the majority (35%) reporting between 5 and 10 years of consultant practice. Of consultants, 55% described their attitude towards maternal request CS as indifferent, with 35% being anti and 10% pro; 85% felt their unit were neither very anti nor very pro. When presented with case scenarios, consultants thought patients with history of sexual abuse or previous traumatic delivery were likely to have a maternal request CS. In scenarios related to convenience or cosmesis, consultants felt patients were unlikely to deliver via maternal request CS. 85% would refer for a second opinion in the event of a woman requesting a CS in the absence of medical indication. Following second opinion, 45% would later go on to book an elective caesarean for maternal request. Conclusion Maternal request CS continues to be controversial with some units not providing a maternal request option. Most clinicians in this study are indifferent or anti in their attitude towards maternal request CS, but are adaptable when individual case scenarios are considered. Each woman requesting CS with no medical indication should be assessed individually to evaluate the circumstances causing her to reach her decision. With explanation of risks/benefits, multidisciplinary support and psychologist input, women are able to make an informed choice about mode of delivery. In the absence of medical indication, clinicians are not obliged to perform procedures, however NICE advises that the woman should be referred to an obstetrician who is willing to do so.
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Comparison of pregnancy outcomes following diagnosis of gestational diabetes according to HAPO/IADPSG and NICE criteria in a cohort of pregnant women in Sri Lanka-a prospective cohort study Samarawickrama, NGCL; Withanathantrige, MR; Silva, KCDP; Jayawardane, MAMM Our aim in this study is to compare pregnancy outcomes following diagnosis and management of GDM by using HAPO/ IADPSG criteria and NICE guidelines. Methods A prospective cohort study from June 2015 to July 2016 on 176 pregnant women who were diagnosed as GDM in the university obstetrics unit, Colombo South Teaching Hospital, Sri Lanka. Diagnosis of GDM was made using both HAPO/IADPSG criteria and NICE criteria of oral glucose tolerance test (OGTT) cut-off values. NICE diabetes in pregnancy guidelines were used in management once GDM was diagnosed.
Results GDM was diagnosed in 176 women by using both criteria; 56 (32%) women were diagnosed as GDM according to HAPO/IADPSG criteria, which were not diagnosed by NICE criteria alone (P < 0.05). Among these, 64% were started on glucose-lowering treatments; 15% of these women were delivered by primary caesarean sections and 21% of babies were admitted to neonatal intensive care units. A further 16 (9%) women were diagnosed as GDM by NICE criteria, who were categorised as non-GDM by HAPO/IADPSG criteria. Among these, 75% started on glucose-lowering treatments. Other than 25% of primary caesarean sections, no other adverse pregnancy outcomes were noted among these women. Conclusion HAPO/IADPSG criteria diagnosed more women with gestational diabetes when compared with NICE guidelines alone, so preventing adverse pregnancy outcomes to a significant degree. But when using combined lower cut-off values for OGTT from both HAPO/IADPSG criteria and NICE guidelines, an additional risk reduction can be achieved with improved pregnancy outcome.
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Relationship between caesarean section rate and other determinants: a hospital-based demographic survey from 2005 to 2015 Tam, YS 1 ; Tan, EL 2 ; Tan, LK Introduction This study aims to explain the trend of rising rates of caesarean section (CS) delivery in a tertiary teaching hospital in Singapore, by examining its association with five hypothesised determinants.
Methods We analysed routine institutional-based obstetric data that included a total of 17 684 deliveries, spanning 11 years from January 2005 to December 2015 in a tertiary care hospital in Singapore. All women who delivered in the labour ward in this period were included, and all routine obstetric information was recorded into an institutional database, then extracted into Microsoft EXCEL. The five determinants studied were calculated on a yearly basis. These include the mean maternal age at delivery, the rates of instrumental deliveries, labour induction (IOL), multiple pregnancy and previous CS.
Results Between 2005 and 2015 , the rate of CS delivery increased from 26.7% to 35.2% of all deliveries. This was in association with a significant increase in the rate of multiple pregnancy from 1.32% to 3.08% (relative increase of 133.3%), rate of IOL from 11.8% to 15.6% (relative increase of 32.2%), and rate of previous CS from 9.6% to 11.8% (relative increase of 22.9%). A steady increase in the mean maternal age from 30.0 to 31.6 years was also noted in the same period. In contrast, the rate of instrumental delivery has remained relatively stable throughout the 11 years at 9.9% in 2015.
Conclusion The results reflects the changing obstetric demographics in Singapore, where women are delaying childbearing and assisted reproductive technology is on the rise. The increasing rates of CS performed for Singaporean women may be attributed to the increasing mean maternal age and rates of multiple pregnancy, IOL and previous CS. The rate of instrumental delivery has remained relatively stable. This preliminary study serves as a prelude to further institution-based studies to examine other potential determinants, such as maternal request, and improve the focus of routine obstetric data collection. Future local studies may use the Robson's ten-group classification to analyse the independent determinants and indications of CS within each Robson group.
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Implementation of WHO Surgical Safety Checklist in category 1 caesarean section: the need for a modified checklist to improve patient outcome? An experience of a UK District General Hospital Furness, S; Schreuder, F; Senvar, N; Placintescu, L; Sultana, M Ashford and St. Peter's Hospitals NHS Foundation Trust, Surrey, UK
Introduction The WHO surgical checklist was developed in 2009 amidst a backdrop of evidence outlined in the document 'Safe Surgery Saves Lives', indicating that a formal checklist improves patient safety. We know that emergency cases carry higher risks by virtue of their nature, however in category 1 or 'crash' caesarean sections (CS), time is a determinant of fetal outcome which may in turn lead to omission of the checklist due to a perceived lack of time. The RCOG and SOGC have advised that modifications can be applied to the checklist for specific category 1 CS use. We therefore primarily aim to investigate current practices within our unit to identify the need for such a checklist in order to improve compliance and patient safety. The objectives were to assess uptake of the WHO checklist during category 1 CS and if not undertaken, the impact on performing essential checks. Additionally, we aim to look at complication rates and from analysis of the above, to formulate an abbreviated checklist to improve overall patient safety.
Methods A search for all category 1 CS was performed over a 6-month period from December 2015 to May 2016 via our maternity database 'Evolution'. Sixty-one cases were identified and 51 case notes were obtained. Two were excluded due to being classed as category 2 CS on review of notes; 49 case notes were reviewed for WHO checklist completion and if not performed or incomplete analysed for whether actual individual checks had been performed. Further information as to complications was also entered into a spreadsheet and analysed using EXCEL.
Results Only 22% of cases had a fully completed WHO form with poor performance of individual safety checks in those with either an incomplete or absent checklist. We found high complication rates with 41% of cases experiencing one or more complications leading to prolonged inpatient admission. Conclusion We found poor compliance with the WHO checklist in category 1 CS in our unit. We found that performing the checklist improved implementation of important safety checks and believe that introduction of an abbreviated checklist in line with WHO guidance on modification could help to improve uptake, reducing complications and long-term cost. We therefore propose introduction of our abbreviated checklist with prospective analysis of cases to illustrate improvement in compliance and believe this work provides important background evidence for the need to introduce this measure. Introduction The aim of the study is to review the infants who sustained shoulder dystocia, identify the risk factors and discuss the management options and the neonatal and maternal outcome. Methods A total of 110 cases coded for shoulder dystocia were retrospectively analysed from 34 500 deliveries occurring during a 9-year period. An equal number of cases were selected as controls. Risk factors such as maternal age, parity, previous history of shoulder dystocia, maternal weight gain, history of macrosomia, diabetes during the current pregnancy and duration of labour were analysed. Results Previous history of large baby or shoulder dystocia, multiparity, maternal diabetes and mean duration of second stage of labour were found to be significantly associated with shoulder dystocia. Neonatal factors such as low Apgar score, macrosomia, neonatal intensive care unit admissions and fetomaternal trauma were statistically significant in the shoulder dystocia group compared with controls. Conclusion In view of the established risk factors associated with shoulder dystocia, it is suggested that patients predisposed to shoulder dystocia should be closely followed during their pregnancies, labour and delivery. Morbidity and mortality from shoulder dystocia could be minimised if the birth attendant is notified of the possibility of shoulder dystocia and rehearsed on delivery manoeuvres. Either caesarean section or vaginal delivery can be appropriate after a previous shoulder dystocia. The decision should be made jointly by the woman and her carers. Future prospective randomised control studies are needed to identify and quantify these risk factors.
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Perinatal morbidity associated with full cervical dilatation caesarean sections. An audit from a regional Australian centre Mathur, S Introduction and methods A population-based cohort analysis of perinatal outcomes at a regional Australian hospital was performed to evaluate the neonatal outcomes associated with full dilatation caesarean section (FDCS). The hospital is one of three maternity hospitals in the region that serves a population of approximately 300 000, mostly Caucasian, people. This hospital has approximately 2500 births annually and has a level 4 nursery (will provide care from 32 weeks of gestation onwards, earlier gestations are transferred to tertiary centres). 3 James Cook University Hospital, Middlesborough, UK Background First described in the eighteenth century by Beaussier, splenic artery aneurysm (SAA) rupture is a rare but serious cause of upper abdominal pain. SAAs are the most common of the visceral artery aneurysms (60%), and rupture has a strong association with pregnancy; 25% occur in expectant mothers, most commonly in the third trimester, with a higher incidence in multiparous women. The majority of cases are asymptomatic but when rupture occurs it can be catastrophic. Upper abdominal pain is followed by rapidly progressive haemodynamic compromise and collapse, leading to a high maternal (75%) and fetal (95%) mortality. With this in mind, early recognition and prompt instigation of surgical management are vital.
Case Our case is of a 39-year-old multiparous women with no significant past medical history, who presented to Accident and Emergency at 31 weeks of gestation with left upper quadrant pain and vomiting. Initially haemodynamically stable, the working diagnosis was pain of musculoskeletal origin secondary to vomiting. Within 2 hours she became significantly haemodynamically compromised prompting urgent obstetric review. This revealed a fetal bradycardia. Placental abruption was suspected, however when taken to theatre the true cause was revealed with devastating sequelae. Despite recognition of the SAA and intensive obstetric and surgical intervention, the fetus, a male, was delivered in poor condition and did not survive. The patient was transferred to the intensive therapy unit where she remained intubated and ventilated for 2 days, but she went on to make a full recovery, although she will require lifelong antibiotics and vaccinations post-splenectomy. Conclusion This case and its harrowing events have stressed the importance of an increased awareness of SAA rupture as a cause of upper abdominal pain in the third trimester of pregnancy. More importantly, the reality of high mortality rates for both mother and fetus were tragically underlined by the experience of this case. An increased awareness of the presenting symptoms and devastating outcomes of ruptured SAA will improve the swift recognition and rapid surgical management necessary to facilitate positive outcomes for mother and neonate.
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Outcome of caesarean section at full dilatation-a retrospective review Puttegowda, R; Bakleh, A; Tellisi, AK; Alloub, MIA Al Wakra Hospital, Al Wakra, Doha, Qatar Introduction Second-stage caesarean section has been reported to have a concerning increasing trend within the increasing caesarean section rate. Evidence suggests that this trend is multifactorial. However, this procedure has many implications for maternal and neonatal morbidity as well as subsequent pregnancy outcomes. The objective was to review the rate of caesarean section at full dilatation and to describe the associated maternal and neonatal morbidity over a period of 13 months in our centre. Methods Retrospective cohort review of all women with a singleton, cephalic presenting fetus at ≥37 weeks of gestation who delivered by caesarean section at full dilatation from 1 July 2015 to 31 July 2016 at Al Wakra Hospital, Doha, Qatar. The electronic medical records were reviewed and demographic, maternal and neonatal outcome data were collected and analysed. Results During the study period 1833/ 5049 (36.3%) babies were born by caesarean section. Out of these surgical births, 102/1833 (5.5%) were performed at full dilatation at ≥37 weeks of gestation. Among them, most of the women 74 (72.5%) were nulliparous. Labour started spontaneously in 80 (78.4%). Arrest of descent in second stage was the commonest indication in 82 (80%) patients. Unsuccessful instrumental delivery was the indication in 17 (16.6%). Intraoperative complications were: extended uterine tear in 13 (12.7%), postpartum haemorrhage in 3 (2.9%). There were no bowel or bladder injuries. Blood transfusion was required in 2 (1.9%) patients. Birth injuries like cephalohaematoma seen in 3 (2.9%). Apgar <9 at 5 minutes is 4 (3.9%). Cord pH < 7.2 in 12 (11.7%) babies. There were no stillbirths or neonatal deaths. Conclusion The incidence of caesarean section at full dilatation in our centre is 5.5% and is consistent with the available international standards. The maternal and neonatal morbidity in our centre is less than that in the available published literature.
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Maternal and perinatal outcome of eclampsia in a tertiary level hospital Rahman, F Comilla Medical College, Comilla, Bangladesh
Introduction Eclampsia continues to be a major problem worldwide. particularly in developing countries. In Bangladesh eclampsia is one of the leading causes of maternal mortality and morbidity. Objective To analyse the incidence of eclampsia and to indentify the maternal and perinatal outcomes of women with eclampsia treated in tertiary care referral hospital. Design A descriptive cross-sectional study. Setting Department of Obstetrics and Gynaecology, Comilla Medical College Hospital from January 2015 to December 2015. Methods Among all pregnant women admitted to COMCH for delivery during the study period, women with eclampsia were identified during the hospitalisation, and all data were collected from the patient or patient's relatives. Babies delivered of women with eclampsia were also included. All relevant information regarding demographic data, clinical findings, laboratory results and each patient's outcome including her newborn were collected. Data about antenatal care were extracted from the patient's history file and antenatal card. These were analysed and result was extracted. Results A total of 123 women presented with eclampsia out of a total of 3422 deliveries (3.11% incidence). Fifty-eight percent were <20 years; 80% were primigravida and 36.6% were in regular antenatal check ups. Seventy-two percent were from rural area; 80% had systolic blood pressure >160 mmHg and 61% had diastolic blood pressure >110 mmHg. Regarding uric acid level, 78% were hyperuricaemic. Gestational age was between 28 and 37 weeks in 54%. Antepartum eclampsia was found in 58% cases, intrapartum in 28% and postpartum 14%. Patients were directly admitted in this hospital (58%) or referred from other hospitals (28%). Seventy-four percent were delivered by caesarean section. OS was for unfavourable (Ix-46% and fetal distress 18%). The baby was alive in 80% cases, in 16% there was perinatal death and in 4% neonatal death. Severe (+++) proteinuria was present in 78% cases and moderate proteneuria (++) in 22% cases. There were four maternal deaths, which comprised 23.53% of total maternal deaths in COMCH.
Conclusion Eclampsia is an important cause of maternal mortality and morbidity as well as perinatal morbidity and mortality. Proper documentation regarding perinatal care, blood pressure, urinary protein analysis can reduce this alarming complication. Limitations of the study Short duration of study, lack of proper follow-up.
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The risk of caesarean section in women undergoing induction of labour for post maturity and for prolonged rupture of membranes at term at Northampton General Hospital Philip, S; Boregowda, G; Lloyd, S Northampton General Hospital, Northampton, UK Introduction Induction of labour (IOL) is one of the commonest interventions in obstetric practice. Published literature suggests that whereas IOL at or after 41 weeks of gestation is associated with significantly fewer caesarean sections compared with expectant management, IOL for prelabour rupture of membranes at term does not increase the risk of caesarean section compared with expectant management. The aim of this study was to identify the risk of caesarean section among women undergoing IOL for post maturity and for prolonged rupture of membranes at term at Northampton General Hospital. Methods All women admitted for IOL for post dates or prelabour rupture of membranes at term during an 8-week study period were included. Data were gathered prospectively. Results Fifty-one women underwent IOL for post dates in the study period; 54% (n = 28) were nulliparous, 46% (n = 23) were multiparous. The median gestation at the onset of induction was 41 weeks of gestation and 5 days (interquartile range [IQR] 41 weeks 4 days to 41 weeks 6 days). The median Bishop score was 4 (IQR 3-5); 90% (n = 46) of women received prostaglandin treatment, the remainder (n = 5) were suitable for amniotomy. Thirteen women (25%) underwent caesarean section, 28 (55%) women had a spontaneous vaginal delivery and ten women (20%) had an instrumental delivery. The risk of caesarean section was higher in nulliparous women (35%) compared with multiparous women (13%). Thirty-eight women underwent IOL following prolonged rupture of membranes at term; 74% (n = 28) were nulliparous and 26% (n = 10) were multiparous. The median gestation at the onset of augmentation was 39 weeks of gestation and 6 days (IQR 38 weeks 3 days to 41 weeks 4 days). Nine women (24%) required prostaglandin treatment due to an unfavourable Bishop score of ≤3. Fifteen women (40%) underwent caesarean section, 16 women (42%) had a spontaneous vaginal delivery and seven women (18%) had an instrumental delivery. The risk of caesarean section was much higher in nulliparous women (50%) compared with multiparous women. Conclusion These data suggest that the risk of caesarean section among women undergoing IOL for post maturity and prelabour rupture of membranes at term at NGH was higher than reported in the literature. Numbers are too small to know whether this is associated with an increase in maternal morbidity as a result of increased caesarean sections and a reduction in adverse perinatal outcomes. However, these data can be incorporated into local patient information leaflets and will form the basis for further study. Introduction Obstetric haemorrhage remains a leading cause of maternal death worldwide: the UK rate (0.55/100 000 deliveries, 2011-13) has fluctuated over the last three decades without a conclusive trend. Over recent months, the Maternity Dashboard for our NHS Trust has 'red-flagged' for haemorrhages ≥2000 mL. We audited our management practices to identify strategies for improvement. Methods A data collection form was designed based on our local guideline. A coded database search was conducted for all deliveries where the estimated blood loss was ≥2000 mL (1 June 2015 to 31 December 2015). Results Sixty-eight search results were returned (13.7/1000 births) and 57/68 records were located; 1/57 was excluded (abnormally invasive placenta, elective procedure). The mean blood loss was 2573 mL (SD 859). The mean postnatal stay was 3.6 days (SD 2.0). Although only 4/56 (7%) had no identifiable risk factors for postpartum haemorrhage (PPH), 45/56 (80%) had no major risk factor. We observed ≥75% compliance with the following: presence of medical staff (obstetric registrar 100%, anaesthetic registrar 96%, obstetric consultant 77%); maternal observations (blood pressure 95%, heart rate 95%); intravenous access (100%); initial bloods (full blood count 89%, group and save 93%); initial uterotonics (ergometrine 84%, syntocinon infusion 96%); intravenous fluid (89%). Poor compliance was seen in other areas: major obstetric haemorrhage (MOH) call activated (52%); other blood tests (fibrinogen 41%, coagulation screen 70%); crossmatch four units red blood cells (RBC) (45%); second-line uterotonics (misoprostol 46%, carboprost 61%). The mean number of RBC units transfused was 2.2 (SD 1.8); 30/56 (54%) were acutely transfused; 6/30 (20%) received an additional secondary transfusion. Women who had not received a transfusion acutely (26/56, 46%) were more likely to need one secondarily (12/26, 46%) if no MOH call had been placed: 9/27 (33%) versus 3/29 (10%). Conclusion We are failing to comply with guidelines on a number of standards. Two key areas for improvement are activation of MOH calls and consultant attendance. Consultant obstetricians and anaesthetists were only present in 59% and 44% of cases, respectively, where MOH calls were not placed: omission was not always a senior decision. Both the mean post-transfusion haemoglobin (92 g/L) and mean lowest haemoglobin (90 g/L) in the non-transfused cohort were in the 'target post-transfusion' range (80-100 g/L), suggesting individual transfusion decisions were clinically reasonable. However, this failed to comply with our guideline's recommendation of mandatory transfusion. Our results suggest we need to adjust our local guideline to make it more clinically useful. We then plan to initiate education sessions to improve recognition and prompt management of PPH.
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A retrospective audit of post caesarean sepsis at Tygerberg Hospital, Cape Town, South Africa Coetzer, M; Vollmer, L University of Stellenbosch, Cape Town, South Africa Introduction Pregnancy-related sepsis is the fourth leading cause of maternal mortality in South Africa. The single most significant risk factor for pregnancy-related sepsis is delivery by caesarean section (CS), with surgical site infection and endometritis being the two most common conditions. The current incidence rate of post CS sepsis at Tygerberg Hospital (TBH) is unknown. Also, a thorough literature review yielded very little data on the incidence rate and risk factors associated with post-CS sepsis in the South African setting. Outcomes Primary outcome: (i) To determine current rate of post CS sepsis at TBH and (ii) To identify risk factors for post CS sepsis in patients that deliver by CS at TBH. Secondary outcome: (i) To determine outcomes of post CS sepsis in patients that deliver by CS at TBH and (ii) To identify areas of possible future intervention. Methods A retrospective audit of all patients who underwent CS at TBH in a 3-month period between 1 February 2014 and 30 April 2014 was undertaken. All records of patients delivered by CS during the study period were followed-up for 30 days after delivery to identify post CS sepsis. Post CS surgical site infection and endometritis were defined according to the American Centre for Disease Control and Prevention criteria. A total of 811 cases were included in the audit. Records were reviewed electronically and data were captured in four main categories: General (Demographic), Medical, Obstetric and Surgical. Results The post CS sepsis rate at Tygerberg Hospital during the audited period is 4.69%. Statistically significant risk factors include surgical duration >75th centile as well as retroviral disease on highly active antiretroviral therapy. Although not significant, a trend was identified in patients with repeated vaginal examinations during labour and prolonged active labour. Of the patients with post CS sepsis, 60.5% required re-admission, 26.3% had a repeat surgical intervention and 21.0% required admission to the Obstetric Critical Care Unit or intensive care unit. Conclusion The current post CS sepsis rate is comparable to rates in high-income countries. Due to the high patient load however, even a relatively low rate does relate to a large number of affected patients. The severity of the post CS sepsis also contributes significantly to the burden of maternal morbidity. Further measures to reduce the post CS sepsis rate to an absolute minimum is therefore essential.
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A Introduction Obstetric anal sphincter injury (OASI) is a wellreported complication of vaginal delivery, but the rate of recurrence is inconsistent in the literature and few studies have identified predictive factors for recurrent OASIs. Improved knowledge would aid antenatal counselling and decision-making about the mode of delivery where there is a history of an OASI. We aim to measure the OASI recurrence rate and compare it with the current national and local rates. Outcomes of the subsequent pregnancies of women with a history of an OASI will also be assessed to identify possible predictive factors for perineal trauma. Methods Data were collected from a maternity database for all women diagnosed with an OASI in their first pregnancy, who went on to have a subsequent pregnancy at St Michael's Hospital between April 2012 and June 2016. Data were limited to term, singleton, cephalic, vaginal deliveries in the first subsequent pregnancy. Results A total of 109 deliveries were assessed, of which 67 met the final criteria. Five women (7.5%) sustained a further OASI. When identifying predictive factors for recurrent OASIs, large-forgestational-age neonates were associated with a potentially increased risk, whereas the use of episiotomy may reduce the risk. The severity of the primary OASI had no effect on the severity of the subsequent perineal trauma. No association was identified between recurrent OASIs and maternal ethnicity, shoulder dystocia or mode of vaginal delivery. Conclusion The recurrence rate of OASIs was comparable to the national rate and had decreased in comparison to the previous local audit. Predicting women at risk of recurrent OASI remains a challenge, but the results of this audit may be used to inform discussions about mode of delivery in subsequent pregnancies. Future research is needed to assess whether pelvic floor symptom profiles and endoanal ultrasonography may be used as predictive factors for sustaining recurrent OASIs.
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Outpatient induction of labour; a prospective audit Coia, T; Tomlinson, L; Saleemi, G; Clement-Jones, M Liverpool Women's Hospital, Liverpool, UK Introduction In the UK the induction of labour rate exceeds 20% of all births. Providing the opportunity for patients to go home during their induction of labour will promote normality as well as reducing the activity on central labour ward. A recent survey of obstetric units in the UK has shown that 17.6% of centres currently, or soon will, provide outpatient induction of labour services. Few data are available relating to outcomes of outpatient induction of labour (OP IOL). We aim to assess the effectiveness and safety of OP IOL using Propess â .
Method OP IOL service using Propess â was developed at Liverpool Women's Hospital for women with no medical or fetal risk factors; a prospective audit was undertaken. Specific criteria had to be met before outpatient induction was offered.
Results In a period of 3 months, 67 patients were listed for OP IOL. Of these 25 proceeded to receive Propess â as an outpatient, 18 of the 25 patients (72%) underwent induction for prolonged pregnancy. Twenty-four women went into labour in a mean time of 21 hours 55 minutes following Propess â insertion. The mean time from insertion to delivery was 27 hours 3 minutes. Twenty of the 25 (80%) had a vaginal birth and five (20%) delivered by caesarean section; five of them delivered on the Midwifery Led Unit (MLU). All neonates had an Apgar recorded at >7 at 5 minutes. One admission to special care baby unit was required due to pneumothorax. Conclusion These initial data show increased normality for patients undergoing IOL and with further development of the OP IOL policy, the number of women delivering their babies on the MLU is likely to increase. The safety profile is good to date; however, further data collection will be necessary to accurately detect rates of morbidity and mortality. Additional analysis will be necessary to calculate any healthcare cost implications and to evaluate women's perception of OP IOL.
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Post-caesarean Ogilvie syndrome: a systematic review Bandaralage, SS 1,2 ; Arthur, C 1 ; Kothari, A Introduction Ogilvie syndrome, characterised by acute dilatation of the colon after a caesarean section, is an uncommon but significant adverse outcome. Diagnosis is usually made based on clinical suspicion and confirmed by radiological imaging, which shows a dilated colon in the absence of a focus of mechanical obstruction. The outcome for patients suffering from Ogilvie syndrome can be quite variable, where the risk of mortality may be up to 40% in the presence of perforated or ischaemic bowel.
A systematic review of all published cases of Ogilvie syndrome after a caesarean section. A case that occurred at our centre of practice will also be included and used for illustrative purposes.
Methods Following the PRISMA guidelines for systematic reviews and meta-analyses, a systematic review of all published cases of Ogilvie syndrome in the post-caesarean context were identified by a search of Pubmed and Scopus. Studies included for review were case reports or case series of Ogilvie syndrome containing information on patients' age, radiological findings, management and outcomes. Articles not written in English, conference abstracts and posters were excluded. Results A total of 53 patients were identified from the literature and included in the systematic review. Out of these, 92% (49/53 patients) had X-rays, 9% (5/53 patients) had ultrasound studies, 9% (5/53 patients) had contrast enema studies and 21% (11/53 patients) had computed tomography studies; 64% (34/53 patients) required laparotomy. Of these, 17 patients underwent bowel resection, 11 patients required stoma formation and eight patients underwent needle decompression. Twenty-six of the 49 patients who had no X-ray evidence of perforation and four of the seven patients who had no computed tomography evidence of perforation went on to have a laparotomy. Two patients who received neostigmine also required surgical management. Seventy percent (7/10 patients) were successfully treated with colonic decompression and 50% (11/22 patients) of patients improved with conservative management only. Conclusion A systematic review of post-caesarean patients with Ogilvie syndrome shows that the majority of documented cases went on to require surgery. The findings suggest a potential role to more promptly initiate medical management with neostigmine or colonic decompression. This may prevent the need for surgical management. In addition, the authors propose a guideline for management based on the analysis of data from the systematic review.
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Uterine arteriovenous malformation following a pregnancy-related haemorrhage: a systematic review O'Hare, C 1 ; Kothari, A The University of Queensland, Herston, Qld, Australia Introduction Uterine ateriovenous malformation (AVM) is an abnormal connection between branches of uterine artery and venous plexus within the myometrium, and can be classified as congenital or acquired. Acquired uterine AVM is more commonly seen in women with a history of previous uterine surgery such as curettage or caesarean section. Symptoms are typically heavy vaginal bleeding which can be profuse, leading to haemodynamic instability. A literature review was conducted to identify all published reports of uterine arteriovenous malformation as a cause of pregnancyrelated haemorrhage secondary to a miscarriage, ectopic pregnancy or an intrauterine pregnancy at any gestation. Additionally we also report on a case from our institution. Methods PRISMA guidelines were followed for this systematic review. A search of Medline, Embase, Scopus and Pubmed was conducted to include all definitive cases of bleeding caused by uterine AVM in relation to an antecedent pregnancy. The data were analysed to explore presenting symptoms, imaging modalities to aid diagnosis and treatment including uterine artery embolisation or hysterectomy. Complications and follow-up were also analysed.
Discussion The search yielded 55 cases with an additional case at our institution resulting in a total of 56 cases. The median age at presentation was 32-years-old. Primary presenting symptom was profuse vaginal bleeding noted in 46/56 cases (82%). A total of 42/56 (75%) had previous uterine surgery namely curettage or caesarean section. One case had no previous uterine surgery but had a known congenital AVM. Our case is the only patient with an acquired AVM in the absence of previous uterine surgery, manual removal of placenta or miscarriage. There was significant morbidity requiring a transfusion in 24% of women. For management, 32/56 (57%) of cases had uterine artery embolisation, with 10/56 (18%) required hysterectomy. Nine of 56 (16%) cases were followed-up and had pregnancy with delivery of a term infant. Conclusion Uterine AVM is a rare cause of pregnancy-related vaginal bleeding. Early diagnosis and treatment are vital to avoid life-threatening haemorrhage and need for hysterectomy. Profuse haemorrhage can occur from AVM during curettage if incorrectly diagnosed as retained products. AVM may be managed expectantly in stable patients and follow-up shows that some lesions may regress. In women with ongoing or recurrent episodes of bleeding more definitive management should be offered due to the risk of significant haemorrhage. Introduction Postpartum haemorrhage (PPH) is the leading direct cause of maternal death globally. The study of maternal near-miss gives opportunities to understand maternal survival in women with life-threatening PPH. The aim of the review was to determine the near-miss ratio and maternal mortality index for PPH globally. Methods A systematic review was conducted using articles published between 1995 and 2014, which described severe maternal outcome from PPH. The search was done using Scopus, Pubmed, Embase and grey literature. Prisma principles were adhered to. From 9455 titles, data were extracted from 26 publications. Results The median near-miss ratio for PPH was 3/1000 live births, and the mortality index for PPH was 6.6% (range 0-40.7%). The mortality index was highest in low-and low-to middle-income countries. Atonic uterus was the main cause of PPH near-miss. PPH was the most frequent contributor to obstetric haemorrhage near-miss. Conclusion Women in low-and low-to middle-income countries have a higher likelihood of dying from PPH-related consequences. Life-threatening PPH is a complex condition that requires expertise from multidisciplinary teams, in functional wellresourced units. Introduction Intraoperative estimation of blood loss at caesarean section (CS) is both poorly reproducible and typically an underestimate. Therefore, comparison of surgical blood loss from one institution to another, or from one obstetrician to another is a difficult task. Many factors would be implicated to affect intraoperative blood loss during CS, e.g. maternal causes such as weight and parity; fetal causes such as multiple gestation, polyhydramnios; and technical causes; operative time, type of incision, placental position and the type of anaesthesia. Consequently, judicious estimation of operative blood loss during CS is crucially important in terms of decreased perioperative morbidity and avoidance of the risks associated with unnecessary blood transfusion. The BLANKET tool kit At the Royal Devon & Exeter Hospital we endeavoured to produce a robust method of measuring blood loss that was easily useable by non-medical staff and allowed regular, simple analysis of blood loss to be made and recorded. Our team have designed a tool kit that can be used by theatre staff to assess blood loss from all potential sources; abdominal, vaginal, suction and swabs. The total blood loss is added up every 20 minutes throughout surgery and action is taken depending on the total. The transparent drape Concealed haemorrhage such as vaginal loss at caesarean section appears to be the most commonly underreported source of blood loss during caesarean section. An adverse event of vaginal blood loss at CS had occurred recently at another hospital in the local area, which had inspired our department to consider a way of monitoring this place of blood loss. Our obstetric team designed a clear-surgical drape that could enable the operator or another member of staff to clearly see what vaginal blood had been lost. The drape was fashioned in consultation with our existing CS-drape provider, to contain a 'see-through' panel between the legs of the patient with an additional 'modesty cover' so that patient did not remain exposed throughout the procedure. Results and future considerations Here we report the results of the preliminary use of this tool kit and new drape, focusing on staff satisfaction and comparative haemoglobin results postprocedure. This was a short-term analysis of the use of the drape and tool kit. Our unit will now embark upon a more extensive audit of the use of the toolkit and the impact it is having on the need for transfusion in the postnatal period. The objective was to report on all known cases where PAST has been used to deliver cases of intractable shoulder dystocia. Methods A record of all published and known cases was collected including information on preliminary obstetric techniques used and how the PAST technique was performed. Maternal outcomes including maternal injury and length of hospital stay and fetal outcomes including birthweight, Apgar scores, nerve injuries, fractures, hospital stay and outcome were documented. Results We have recorded 22 cases. In five cases the babies had demised in utero. Twelve were assisted deliveries. PAST was successful in 21 cases. In one it was partially successful as it enabled delivery of the posterior shoulder with digital axillary traction. The most commonly used material was suction tubing. Once the posterior shoulder was delivered the shoulder dystocia was resolved in all cases. Time from insertion to delivery was less than 3 minutes when recorded. The birthweights of the infants varied from 3200 g to 4800 g. Posterior arm humerus fractures occurred in three cases. There was one case of a permanent Erbs palsy and four cases of transient Erbs palsies. None were of the posterior arm. During this series we found that when direct delivery of the posterior shoulder was difficult due to very severe impaction, the sling could be used to easily rotate the shoulders through 180 degrees assisted by counter pressure on the back of the anterior shoulder. This new method may further reduce fetal trauma during difficult shoulder delivery. This method was used in six cases. Conclusion This series confirms that PAST can be a lifesaving technique when all other techniques fail. Advantages are that it is easy to use, even by someone who has not seen it used, the sling material is readily available, it aids rotational manoeuvres and is inserted quickly with two fingers. All obstetricians should be aware of this potentially lifesaving technique. The overall mortality rate of the preterm babies in this study was 9.0%. The highest mortality rate was seen in the chorioamnionitis group (15.2%) and the lowest in the urinary infections group (0.0%). Neonates in the vaginal bleeding cohort had the best outcomes, as defined by the proportion of surviving babies with no adverse outcomes (66.7%) in contrast to growth-restricted neonates without hypertension, which had the worst outcome (34.5%). Bronchopulmonary dysplasia was the leading adverse outcome in all aetiological subgroups, followed by sepsis. Necrotising enterocolitis was the third most common adverse outcome; it was most prevalent in growth-restricted neonates. Conclusion This retrospective study allowed us to explore the heterogeneity of clinically defined subgroups based on underlying aetiologies of preterm birth. Our study suggests that preterm infants may have different profiles of risk of neonatal mortality and morbidity according to their underlying aetiologies.
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Implementing enhanced recovery for elective caesarean sections in a district general hospitalassessing the impact of early trial without catheter and a dedicated preoperative assessment clinic Esan, A; Adamczyk, M; Everden, C; Moulson, J; Hutt, R Royal Surrey County Hospital NHS FT, Guildford, Surrey, UK Introduction While enhanced recovery programmes are increasingly becoming standard practice in elective surgery due to their impact on decreasing patient morbidity and length of stay, obstetrics has traditionally lagged behind other specialties. This study assessed the experience of introducing an enhanced recovery programme in a district general hospital. Methods A sample of 75 patients undergoing elective caesarean section was randomised into two groups: group A, early removal of catheter (trial without catheter; TWOC) within 6 hours and group B, routine removal of catheter the following day. The rates of postoperative urinary retention, length of hospital stay and readmissions were compared. The impact of dedicated preoperative assessment clinic on outcome measures and the rate of delayed or cancelled operations was also assessed.
Results Twenty-one of 75 records have been excluded due to incomplete data or inaccessible notes. There was no significant difference in the urinary retention rate (0.09% in the early TWOC group versus 0.075% in the control group). The mean length of stay was not statistically different between the groups with 2.5 days for early TWOC and 3 days for the control group and overall stay of 2.8 days. One readmission due to mastitis was unrelated to the surgery. In all, 26% of the patients attended the pre-assessment clinic, but this did not affect delay of surgery, length of stay or readmission rate. All the patients were adequately pre-assessed despite not attending the dedicated clinic. Difficulty with breastfeeding and neonatal admissions were the commonest causes of prolonged hospital stay across the group. Conclusion This study suggests that achieving enhanced recovery in obstetric surgery does not take up excessive additional resources. Attempting removal of catheter within 6 hours after caesarean section may be unrealistic in the context of a busy postnatal ward and unnecessary as it does not appear to affect length of hospital stay; patient-directed TWOC may be more appropriate. Preoperative assessment by the patient's antenatal midwife is just as effective as attending a dedicated preoperative assessment clinic. Interestingly, extra support to prepare patients for breastfeeding may be the intervention most likely to affect their transition to discharge postnatally. A limitation of the study is the small sample size that makes it difficult to capture statistical significance. pregnancy. There is considerable controversy regarding the magnitude of effect and the population for whom the procedure is most suitable. Our aim was to review the effectiveness of our clinical practice and to determine if this clinical strategy had a significant impact on the perinatal morbidity and mortality in this subgroup.
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Methods We reviewed and analysed the maternal and neonatal outcomes of all rescue cervical cerclage procedures in singleton pregnancies performed at the Homerton University Hospital, London (a regional perinatology unit with 6000 deliveries per annum) over a 3-year period. Results A total of 24 emergency cerclage insertions were performed with successful insertion rate of 92% and a subsequent livebirth rate of 83%. The average length of cerclage in situ was 57 days with over 35% of pregnancies delivering at term. In the extreme preterm delivery group the mean prolongation of pregnancy was 11.5 days. Conclusion Rescue cerclage remains an effective procedure in our unit to prolong pregnancy beyond the threshold of viability. Results There were 6894 deliveries at the institution during the period 1 January 2016 to 30 September 2016. There were 22 cases of eclampsia therefore making the incidence at Mpilo Central Hospital 31.9 per 10 000 deliveries. This is the first time this has been documented for this unit. All the patients (100%) received magnesium sulphate 4 g slow intravenous infusion followed by 5 g 4-hourly in alternate buttocks as per unit protocol with no reported toxicity for 24-48 hours post last fit. Maternal survival was 100% with no obvious long-term complication. A total of 25 babies were born with three sets of twins; 88% of the babies were live births and 12% were still births. More than a quarter (27.3%) of the babies were premature births. Nearly half (48%) of the babies had very good 5-minute Apgar scores of more than 8. Forty percent of the babies were admitted to special care baby unit.
Conclusion The incidence of eclampsia at Mpilo was 31.9 per 10 000 deliveries during the period of the study. The use of magnesium sulphate to treat eclampsia and prevent recurrent fits is effective with no reported toxicity. This drug can prevent maternal morbidity and mortality especially in low-resource settings. It should be readily available in all maternity units and widely used. Maternal outcomes were very good with 100% survival rates. Fetal outcomes were 88% live births and 12% stillbirths.
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Universal screening versus risk-based screening of Group B streptococcus in pregnancy Elangovan, V; Kangalingam, D; Ebenezer, EP Singapore General Hospital, Singapore, Singapore
Introduction Group B streptococcus (GBS) is one of the leading infectious causes of early neonatal morbidity and mortality. Bodies such as the ACOG adopt a universal screening approach, which involves all pregnant women being screened for GBS by culture testing at 35-37 weeks of gestation. Other bodies such as the RCOG and RANZCOG adopt a risk-based screening approach, which involves intrapartum antibiotic prophylaxis (IAP) being administered based on risk factors that increase the likelihood of GBS infection. In 2011, a universal screening approach for GBS in pregnancy was adopted in Singapore. The aim of this study is to understand if this approach was beneficial in the Singaporean population. Methods A retrospective cohort study was performed on 530 patients at Singapore General Hospital. We looked into whether these patients had a high vaginal swab performed and the gestation at which it was performed. We also looked into whether patients received IAP when it was necessary and if the antibiotic sensitivities were tested. The management of pregnancies in which neonates were diagnosed with culture-positive sepsis, was also looked at in further detail.
Results The background rate of GBS disease in neonates is approximately 0.2% in the general population of Singapore. The GBS screening rate has increased from 59% in July 2011 to 78% in July 2012 and then fell to 65.1% between October and December 2015. The GBS colonisation rate has increased from 27% in July 2011 to 34% in January 2012 and then fell to 23.8% between October and December 2105. Between the years of 2009, 2010, 2013, 2014, 2015 one case of early GBS disease of newborn was isolated. This was a delivery following preterm prelabour rupture of membranes. Between 2009 and 2015, six neonates were identified with culture-positive sepsis from other non-GBS bacteria. These cases would not have been prevented by GBS screening.
Conclusion Despite a policy of universal screening for GBS, the uptake for the test is 78% at best in our institution. The incidence of proven GBS sepsis in neonates in our institution is low with only one case being identified from a total of 530 neonates. Nevertheless, a policy of universal screening has the potential for preventing serious neonatal morbidity and mortality even if the number of cases seen in our population is low. A further audit is planned after factors leading to non-performance of the GBS screen and the correct technique for taking a swab are addressed.
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Is precipitate second stage of labour a risk factor for shoulder dystocia? Dacheva, T; Kingman, C; Parisaei, M Confidence intervals were calculated and P < 0.05 was considered significant. Results The incidence of caesarean section on maternal request was about 6%. The intent to request for caesarean section in the index pregnancy was 8%. Mothers with higher-level education and employment in the formal sector were associated with higher odds of requesting caesarean section (P = 0.01, P = 0.05 respectively).
Half of the participants agreed that maternal request for caesarean section should be allowed; although more private patients agreed that it could affect the doctor-patient relationship (P = 0.02). There were a larger proportion of private patients who agreed that request for caesarean section was due to fear of losing a child (P = 0.03). Previous history of both emergency and elective caesarean section were independent predictors of maternal request for caesarean section (OR 1.7; 95% CI 1.7-15.4 and OR 5.8; 95% CI 1.6-20.1, respectively). Conclusion Maternal request for caesarean section does exist at the national referral hospital in Tanzania. Maternal request for caesarean section was associated with factors other than women's preferences, including perceived fear of child loss following vaginal delivery and events associated with previous caesarean section.
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Risk factors for placental abruption and associated adverse outcomes at Muhimbili National Hospital, Dar es Salaam: a case referent prospective study Kamala, B 1,2 ; Ganyaka, S 3 ; Massawe, S Introduction Placental abruption remains a major problem causing both maternal and perinatal morbidity and mortality globally with incidence of about 2.5%. It is responsible for at least a quarter of the excessive fetal and neonatal death and is associated with low birthweight, preterm delivery, hypoxia, stillbirth and perinatal death. This study aimed to determine the incidence and risk factors for placental abruption at Muhimbili National Hospital. Methods This case-referent prospective study was conducted over a 7-month period in 2014 at Muhimbili National Hospital among 450 labouring women after 28 weeks of gestation. For each case of placental abruption recruited, three randomly selected controls without were included. Multivariate logistic regression model was applied to calculate adjusted odd ratio (aOR) and 95% CI for the risk factors of placental abruption.
Results The incidence of placental abruption was 2.2%. The incidence was associated with personal and family history of hypertension (aOR 3.5, 95% CI 2.0-6.1 and aOR 4.1, 95% CI 2.4-6.9 respectively). Early vaginal bleeding in the current pregnancy (aOR: 9.9, 95% CI 5.2-18.9), history of premature rupture of membrane (aOR: 2.7, 95% CI 1.2-6.0) and pregnancy-induced hypertension (aOR: 4.7, 95% CI 3.0-7.2) were strongly associated with occurrence of placental abruption. Cases of placental abruption were strongly associated with preterm deliveries and other adverse births (fresh still birth) and 24-hour neonatal death. Conclusion The incidence of placental abruption is high and risk factors are identified in this study. Clinical management of pregnant women, especially at antenatal care clinics, should emphasise on these factors to reduce adverse birth outcomes.
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A lower body mass index cut-off for obesity should be used for pregnant Chinese women Wu, Y; Wang, Z; Ming, W; Wang, D; Chen, H; Li, Z; Qiu, X; Long, Y
The First Affiliated Hospital of Sun Yat-sen University, Guangzhou, China
Introduction The objectives were to describe how maternal obesity prevalence varies by the body mass index (BMI) cut-offs recommended by the WHO for Asians and the Working Group on Obesity in China (WGOC) and explore which cut-offs work best to identify the risk of adverse pregnancy and perinatal outcomes in China.
Methods We retrospectively reviewed 8022 medical records for women who had received antenatal care at the First Affiliated Hospital of Sun Yat-sen University from January 2012 to December 2014. The primary outcome included maternal obesity prevalence and the prevalence of obesity-related adverse pregnancy outcomes, such as caesarean section rate, hypertensive disorders of pregnancy, gestational diabetes, preterm births, and fetuses that were large-for-gestational-age and small-for-gestational-age.
Results The prevalence of obesity is 5.8% (465/8022) according to the WHO criteria; this would be reduced to 1.3% (104/8022) based on the Chinese guidelines. For all outcomes except the preterm birth and SGA, there was a positive monotonic association between BMI and adverse outcomes. For adverse pregnancy outcomes, we found that the prevalence rate in the BMI 25-28 kg/m 2 group was similar to the BMI 28-31 kg/m 2 group, and adverse outcomes happened more often than in the normal BMI group. Conclusions Obesity is associated with adverse perinatal outcomes. A lower BMI cut-off at 25 kg/m 2 for defining obesity would be appropriate and beneficial for pregnant Chinese women in order to identify and lower the risk of adverse pregnancy or perinatal outcomes.
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Comparative evaluation of antibiotic prophylaxis in caesarean section before skin incision and after cord clamping Rai, C; Malik, S; Gaikwad, H; Chellani, H; Kaur, J
VMMC & Safdarjung Hospital, New Delhi, India
Introduction This study aims to decide the correct timing of administration of prophylactic antibiotics whether before skin incision or after the cord has been clamped, which prevents transplacental transfer of antibiotic to the neonate. Methods This was a randomised control trial done at a tertiary referral centre. Two hundred women undergoing caesarean section were enrolled. One hundred of them received a single dose of prophylactic antibiotic before skin incision (Group 1) and the remaining 100 were given the dose after cord clamping. In each of the two groups, 50 were prepared for emergency caesarean section and the other 50 belonged to the elective caesarean group. These patients were evaluated for postoperative infections. Neonates who were admitted to the neonatal intensive care unit were screened for sepsis and observed for any difference in the rate of infection in newborns born to mothers in Group 1 from those belonging to Group 2. Results Total infection rate was 10% in pre-incision group compared with 18% in the cord-clamp group (P = 0.160). The rate of wound infection was 10% in Group 1 and 15% in Group 2, which was statistically non-significant (P = 0.285). The incidence of endometritis was found to have a nonsignificant increased rate in the cord-clamp group (4%) compared with the pre-incision group. Patients developing urinary tract infections and fever in Group 1 were 2% and 15%, respectively, and in Group 2 the respective rates were 4% and 16%. Total rate of neonatal sepsis was 9%, with 9% of babies in Group 1 developing sepsis while in Group 2, 8% of babies had sepsis and this difference was not statistically significant. Conclusion There is no difference in the assessment of neonates whether antibiotics are given before skin incision or after cordclamping, although there is increased rate of overall maternal infectious morbidity in the pre-incision group compared with the cord clamp group.
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Pregnancy outcomes in women receiving intrapartum epidural analgesia at the Chris Hani Baragwanath Academic Hospital a 6 month review Padayachee, V; Mostert, E; Naidoo, P
University of Witwatersrand, Gauteng, South Africa
Introduction The objectives were to describe maternal and neonatal outcomes and complications associated with epidural analgesia. To assess progress of labour and the incidence of caesarean section and assisted vaginal deliveries. Study design Cross sectional retrospective descriptive study of women who received intrapartum epidural analgesia and the neonates born thereof between 1 May 2015 and 31 October 2015.
Methods Women who received intrapartum epidural analgesia were identified from Epidural registers at Chris Hani Baragwanath Academic Hospital. The medical records of these women and their neonates were analysed.
Results There was a total of 9305 deliveries, of which 302 received intrapartum epidural analgesia. The incidence of epidural use was 3.24%. The average age was 26.1 AE 6.1 years with a median gestational age of 38.9 (37-42) weeks of gestation, with the majority being primigravid. The incidence of epidural-related complications was 17%, comprising hypotension (13.4%) and other minor complications (3.6%) with no associated morbidity or mortality. There were 193 (65.4%) women with poor progress of labour 33.9% occurring before epidural placement. Oxytocin for augmentation of labour was used in 96 (32.8%) women. The incidence of prolonged second stage of labour was 26.9% with an average duration of 63 AE 33 minutes. There were 142 (50.2%) normal vaginal deliveries, 23 (8.1%) assisted vaginal deliveries and 118 (41.7%) caesarean sections, of which fetal distress (23%) was the main indication. There was a total of 62 cardiotocograms that changed from reactive to suspicious post epidural, of those, 52 neonates were born with an Apgar score of >7. Of the 283 neonates delivered, 278 (98.2%) were born alive with 258 (91.2%) neonates with Apgar scores of >7 and 23 (8.1%) with Apgar scores <7. The incidence of adverse neonatal outcomes was 4.2%. The fetal outcomes stratified by maternal, epidural and labour outcomes reflected neither associative nor causal relationship to adverse fetal outcomes.
Conclusion Epidural provides effective labour analgesia with the least depressing effect on women, therefore allowing the labouring woman to be alert and an active participant in her labour. Apart from the low incidence of minor and the rarity of major complications it also results in low incidence of adverse neonatal outcomes. Therefore, affirmation can be provided to women and medical staff that although epidural analgesia has an associative risk of a prolonged second stage of labour, a relative risk of caesarean sections and an increased likelihood of assisted vaginal delivery, its use may benefit both the women and their neonates.
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Management 
EKUFT]).
Methods A total of 159 women who had an ultrasound performed with an EFW > 97th centile or more were identified over a 1-year 6-month period combined across both hospital trusts. The EFW at the gestation at which the patient delivered was extrapolated from their latest ultrasound and plotted on the GROW chart. The inaccuracy from the EFW at delivery compared with the actual birthweight was calculated as a percentage. Antenatal advice on labour and mode of delivery was noted as well as actual onset of labour, mode of delivery and any associated morbidity, such as postpartum haemorrhage (PPH), shoulder dystocia and third/fourth-degree tears and neonatal condition at delivery. Results In EKUFT, 64.3% versus 53% in WSHT of EFW were within AE10% of the actual birthweight; 80% (EKUFT) versus 73% (WSHT) EFWs at delivery were overestimated. Of women with an EFW of ≥4500 g at delivery, 34.5% (EKHUFT) versus 19% (WSHT) were advised for spontaneous labour of which 60% (EKHUFT) versus 70% (WSHT) achieved a vaginal delivery. 41.8% (EKHUFT) versus 50% (WSHT) of women were induced and 58.3% (EKHUFT) versus 77% (WSHT) of them achieved a vaginal delivery, and 20.6% (EKHUFT) versus 23% (WSHT) were advised an elective caesarean. 15% (EKHUFT) versus 4.1% (WSHT) had a shoulder dystocia and 25% (EKHUFT) versus 17.6% (WSHT) had PPH at vaginal delivery. 5.6% (EKHUFT) versus 8.3% (WSHT) of the women who had a vaginal delivery sustained a third/fourth-degree tear. Immediate admission to the special care baby unit was 9% (EKHUFT) versus 13% (WSHT) and 12% (EKHUFT) versus 6.6% (WSHT) of babies had an Apgar score of <7 at 1 minute. The most common reason for admission was respiratory difficulties, following both vaginal birth and caesarean.
Conclusion Ultrasound accuracy of EFW in large-for-dates babies only has a 53-64.3% accuracy within AE10% of the birthweight. 73-80% of EFWs were an overestimate across both trusts. Maternal and neonatal morbidity is increased with birthweights >97th centile regardless of mode of delivery. Induction of labour did not increase caesarean section rate across both trusts. Similar trends were seen in each area examined across both trusts and are in line with the most recent evidence in this area. These trends will aid with counselling in the antenatal clinic.
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Management of shoulder dystocia-audit of compliance with RCOG Guidelines Sia, J; Fiadjoe, P Mid Essex Hospital Services NHS Trust, Chelmsford, Essex, UK Introduction Shoulder dystocia is an obstetric emergency associated with significant maternal and perinatal morbidity. UK incidence is between 0.58% and 0.70%. The Royal College of Obstetricians and Gynaecologists (RCOG) defines shoulder dystocia as a vaginal delivery requiring additional obstetric manoeuvres to deliver the fetus following birth of the head and failure of gentle traction to achieve delivery. Brachial plexus injury (BPI) is one of the most important fetal complications, occurring in 2.3-16% of such deliveries and being the UK's third most litigated obstetric-related complication. Implementation of manoeuvres according to RCOG guidelines, along with the use of a structured pro forma, is recommended to enable safe, systematic management and documentation of shoulder dystocia. We aim to audit the management of shoulder dystocia at a district general hospital against RCOG guidelines. Methods All women with confirmed shoulder dystocia and available proformas over a 30-month period (January 2014 to July 2016) at Mid Essex Hospital Services NHS Trust were included in the audit. Cases were identified from the hospital's Datix system. Shoulder dystocia pro formas were retrieved from patient records for analysis. Additional data including patient demographics, risk factors, and maternal and fetal complications were obtained from clinical notes.
Results In all, 8492 vaginal deliveries with 85 cases of shoulder dystocia were identified, giving an incidence of 1%. Fifty out of 85 cases had proformas available for analysis; 64% of women underwent a spontaneous vaginal delivery and 52% were successfully delivered with McRoberts manoeuvre and suprapubic pressure alone, while the remaining 48% required additional internal manoeuvres to complete delivery. Mean head-to-body delivery time was 3.4 minutes. Fifty-four percent of shoulder dystocia cases occurred in babies weighing <4 kg. Fetal complications included admission to the neonatal unit (8%) and brachial plexus injury (6%). Eighty percent of babies had cord blood pH measured, with a mean umbilical artery pH of 7.21. The main maternal complications were postpartum haemorrhage (16%) and obstetric anal sphincter injuries (14%); 94% of women had a documented debrief. Only 52% of shoulder dystocia pro formas were fully completed; 86% documented the position of the fetal head at the time of delivery. Conclusion This audit has highlighted deficiencies in pro forma documentation, with medicolegal implications. Staff awareness and education are key to improvement. The overall management of shoulder dystocia at our institution is in line with RCOG guidelines, with outcomes comparable to that in the literature. Regular staff training and drills on shoulder dystocia should be continued to maintain standards.
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Factors contributing to the success rate of external cephalic version Andriputri, S; Vatsayan, A Hornsby Ku-ring-gai Hospital, Hornsby, Australia
Introduction Caesarean delivery rates have increased worldwide for breech presentations following the publication of Term Breech Trial. External cephalic version (ECV) is a safe and effective procedure that can reduce the number of breech presentations at term and caesarean delivery rates for this indication. The aim of this study is to identify potential predictors for successful ECV. Methods This is a retrospective study of 74 women who underwent ECV near and at term from January 2013 to September 2016 at Hornsby Ku-ring-gai Hospital in Australia. We identify patient demographics, ultrasonography findings and ECV operator as independent variables for successful ECV. The primary outcome is the success of ECV. The secondary outcomes are mode of delivery and complications of ECV.
Results The success rate of ECV was 55.4% (41/74). There was one complication (1.4%) secondary to marginal placental abruption. Of those women with successful ECV, 80.5% had vaginal delivery while the caesarean delivery rate was 19.5% in this group. The caesarean delivery rate in women with unsuccessful ECV was 97%. Lack of engagement of the breech presenting part before ECV is a significant predictor of ECV success (P = 0.01). The clinician who performed the highest number of ECV (86.5%) was significantly more likely to perform successful ECV (P = 0.002). There was no significant correlation between gestational age, parity, body mass index, type of breech, estimated fetal weight, amniotic fluid index, placental location, and the use of tocolysis with the success of ECV. Although gestational age is not a significant predictor for ECV success, breech engagement is significantly more likely in later gestational age (P = 0.041). Conclusion ECV is a safe procedure, which should be offered to all pregnant women with breech presentations near or at term. Successful ECV contributes to a reduction in breech presentations at term and may subsequently reduce the overall caesarean delivery rate. In addition to lack of engagement of the presenting part being a significant predictor for the success of ECV, it also appears to be operator dependent. Based on these results, we recommend the establishment of special outpatient clinics run by the clinicians with the highest success rates in ECV, to maximise the overall success of ECV in the unit. Abnormal placentation during pregnancy is categorised into accreta, increta and percreta in order of increasing severity and increasing invasion of placental villi through the uterine wall. Spontaneous rupture of previous uterine scar due to placenta percreta in early second trimester is a very rare and serious complication. A 27-year-old, gravida 4 para 2 miscarriage 1, with two previous lower segment caesarean sections presented at 17 weeks of gestation of twin pregnancy with acute abdominal pain. Ultrasonography revealed a 17-week diamniotic-dichorionic twin pregnancy with live fetuses. The placenta of the first twin was anterior, low-lying, covering the internal os and penetrating through the entire thickness of the lower uterine wall laterally. Significant haemoperitoneum was seen. Emergency laparotomy was performed. We noticed rupture of previous uterine scar with placenta percreta bleeding actively. A transverse fundal incision was given to deliver the twins and total abdominal hysterectomy with preservation of both ovaries was performed. The patient was discharged on the fourth postoperative day without any complications. Histopathology of specimen of the uterus confirmed placenta percreta to be the cause of uterine rupture.
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Pre-eclampsia/eclampsia management evaluationa case study Bhasker, J; Kattuparambil, S; AbdulWahab, MJ Al Corniche Hospital, AbuDhabi, United Arab Emirates Introduction Severe pre-eclampsia/eclampsia remains a leading direct cause of maternal death worldwide and contributes to significant perinatal morbidity. A study was carried out to evaluate the management of severe pre-eclampsia and eclampsia in compliance with our hospital policy, the maternal and fetal outcome, decision to deliver, and interval after the initiation of magnesium sulphate. Methods A prospective case study was done over a 3-month period between 1 January and 31 March 2016. The factors considered were age, parity, pre-existing hypertension, comorbidities, gestation at diagnosis of pre-eclampsia, choice of intravenous antihypertensive, magnesium sulphate dosage and indication, the need for repeat dose, decision to delivery interval after magnesium sulphate, maternal complication, gestation at delivery, mode of delivery, postnatal follow-up and the need for antihypertensives, babies birthweight, admission to neonatal intensive care unit (NICU) and indication. Results A total of 32 patients were admitted to the high dependency unit over this 3-month period for a total number of deliveries of 1564. There were three cases of eclampsia (0.191%) and 29 cases of severe pre-eclampsia (1.85%). Fifteen patients received intravenous antihypertensive; 25 patients received magnesium sulphate of which three had a repeat dose, two cases for recurring symptoms of pre-eclampsia, one case was for neuroprotection, one patient had eclampsia on magnesium sulphate who was later diagnosed with posterior reversible encephalopathy syndrome. There was 100% compliance to the hospital policy in pre-eclampsia prophylaxis. The decision delivery interval ranged between 9 and 39 hours in antenatal cases and 2-34 hours in intrapartum cases. There were two cases of neonatal death, both of gestation <24 weeks. Twelve babies (44.44%) needed NICU admission, of which 75% were due to prematurity. During the postnatal follow-up of these patients 19 patients discontinued antihypertensive between 1 and 4 weeks. Conclusion This study entails our experience in Corniche Hospital with the evaluation of management policy for severe preeclampsia and eclampsia. Prematurity still remains the major cause of admission to NICU and contributes to neonatal morbidity. There was no case of maternal mortality due to preeclampsia/eclampsia in this time period. The maternal morbidities included pulmonary oedema and posterior reversible encephalopathy syndrome. This audit aimed to assess the actual management of women presenting with APH to Al-HEH and compare this to the required standards in the MOH guidelines. Methods This is a descriptive retrospective clinical audit using data collection sheets that were filled in based on the available information selected within the timeframe of October to December, 2015 at Al-HEH. Results In total, 50 cases were identified. The mean age was 28 years and mean duration of hospitalisation was 3.5 days. Most patients (62%) were multi-para. Only 30% of cases had a previous history of caesarean delivery as a risk factor. However, 32% had no identifiable risk factors for APH. It was clear that 56% had unexplained APH and 30% were diagnosed as placenta praevia. All of the vital signs, complete blood count, giving anti-D and cardiotocography were fully obtained (100%), as requested in the guidelines. Only 26 cases (52%) needed a delivery: 35% of them had a caesarean section. However, it was surprising that a speculum examination was not done in 98% of patients. In addition, 14% did not have an ultrasound scan for localisation of placenta. The vast majority of patients (98%) were haemodynamically stable and did not receive any blood transfusions. Induction of labour was only performed in 12 cases (24%). Despite the consensus that tocolysis is not indicated in APH, it was given to nine women (18%). In contrast, corticosteroids were not given to 22% of cases <34 weeks of gestation. Conclusion This audit shows mixed adherence to local guidelines in the investigations and management of APH. Some important steps are completed in all cases (full blood count, cardiotocogram, vital signs) whereas others in only 2-22% (corticosteroid administration, speculum investigation and placental localisation on ultrasound). Some of this might be a result of poor documentation and a specific sheet for the medical file to record results could significantly improve documentation. However, these results as well as the fact that tocolysis was given to 18% of women presenting with APH demonstrates a significant lack of evidence-based practice. Therefore, there is an urgent need for updated local guidelines as well as promoting awareness and knowledge of evidence-based practice among clinicians. Introduction HELLP (Haemolysis, Elevated Liver enzymes and Low Platelets) syndrome develops in approximately 0.1-0.8% of pregnancies overall and in 10-20% of women with severe preeclampsia/eclampsia. It may be associated with severe hepatic complications such as infarction, haemorrhage and rupture. Subcapsular liver haematoma (SLH) has been reported in <2% of pregnancies complicated by HELLP syndrome. The incidence of SLH with rupture varies from 1/40 000 to 1/250 000, leading to increased rate of both maternal and perinatal morbidity and mortality. SLH patients may present with epigastric pain, right upper quadrant or shoulder pain, abdominal distension and, nausea and vomiting. Case A 32-year-old Caucasian woman presented to the maternity triage, feeling unwell, with severe right upper quadrant pain at 35 weeks of gestation. She was a primipara with an uneventful antenatal course with a normally grown fetus. She had a mildly elevated blood pressure, 1+ proteinuria, protein/creatinine ratio of 90. Due to abnormally elevated liver function tests (LFTs) and low platelets, she was delivered by an emergency caesarean section. Postnatally, her epigastric pain got worse with rapidly deteriorating LFTs and platelet count despite a normal clotting profile. A magnetic resonance imaging (MRI) scan of the liver confirmed a subcapsular haematoma of the right lobe. Haematologists recommended transfusion of one pool of platelets to prevent the risk of a further bleed. She was reviewed by the Surgical team who suggested conservative management. She was later transferred to a Hepato-biliary Unit in London. She is recovering well with conservative management. Discussion SLH in pregnancy was first reported by Abercombie in 1844. SLH, a rare complication of pre-eclampsia and HELLP syndrome, is an emergent obstetrical problem associated with severe morbidity and mortality. SLH complicates about 1-2% of pre-eclampsia and HELLP syndrome cases. The incidence is higher with advanced maternal age and multiparity. The underlying pathogenesis is not well known. Pre-eclampsia induces fibrin deposition, hypovolaemia, hepatic ischaemia and infarction causing subcapsular haemorrhage. Continuing expansion of the SLH may cause rupture of the hepatic capsule. SLH in pregnancy must be followed-up with haemodynamic and coagulation parameters. Transabdominal ultrasound, computed tomography or MRI scan can be used as diagnostic tools. Haemodynamically stable patients should be followed-up conservatively with intensive medical support. Hepatic rupture and haemodynamic instability would necessitate surgical intervention. Operative techniques including a haemostatic mesh and/or suturing of omentum to the bleeding liver surface. Selective arterial embolisation can be used. It is important to manage these cases within a multidisciplinary team. Case Presenting with an antepartum haemorrhage (APH) at her local district general hospital, ultrasound showed possible rightsided diagphragmatic hernia, ascites, anhydramnios and hydropic placenta. Care was transferred to a tertiary unit where fetal medicine ultrasound confirmed the findings, thought to hold very poor prognosis. Two days later she was found to be in labour after further APH, and delivered by forceps after delay in second stage. The baby was in poor condition at delivery. Placenta adherent to the old section scar, and massive postpartum haemorrhage followed removal of placenta. The on-call interventional radiology team was assembled from home within 40 minutes. Despite treatment with uterotonics and attempted Bakri balloon, blood loss was not under control and stood at 4000 mL, and the patient had received 8 units of blood and fresh frozen plasma. The patient was then transferred to radiology for uterine artery embolisation. This intervention resolved the bleeding and the woman went on to have a good recovery and retained her uterus, total blood loss 5200 mL. This was a consideration at the time of the bleeding due to the patient's poor obstetric history. Sadly the baby died on the 2nd day of life. The patient was discharged 4 days after delivery and returned for a full debrief at 6 weeks. Conclusion Interventional radiology is a valuable tool in managing obstetric haemorrhage, but it is not often used. The RCOG's good practice document advises that it is used in such situations as above and that units with the capability should have clear guidance as to how and when it is used. In reality this service is limited to tertiary units and experience in its use in obstetrics is limited.
VBAC is appropriate for and may be offered to the majority of women with a singleton pregnancy of cephalic presentation at 37 +0 weeks or beyond who have had a single previous lower segment caesarean delivery, with or without a history of previous vaginal birth. Patients who received Mysodelle were those in whom induction of labour was clinically indicated, ≥36 weeks of gestation, with a Calder score of ≤4 and normal growth of fetus. Patients with medical complications, like pre-eclampsia, diabetes and pregnancy-induced hypertension were also included in the audit. Patients also completed a patient satisfaction questionnaire. Results The audit results showed that Mysodelle was effective in successful induction of labour in 94% of patients, with nearly 60% of women having vaginal deliveries. Certainly Mysodelle reduced the induction to delivery time. In our audit study, nearly 77% delivered within 36 hours from the start of induction. Approximately 78% of the women stayed <15 hours on the labour ward from the onset of active labour till delivery. Overall only 27% of patients needed oxytocin to augment labour. Mysodelle is a very effective induction agent but it is known to increase the risk of hyperstimulation and tachysystole by three times when compared with other prostaglandins. In our results, 16 (23%) patients had hyperstimulation whereas 19 (27%) patients had tachysystole, but only 12 (17%) patients needed tocolysis. Mysodelle was removed immediately during these events. Mysodelle was also removed immediately following spontaneous rupture of membranes in 20 (28%) patients and four had failed induction. All babies had an Apgar score of 9 by 10 minutes. Only two babies were admitted to neonatal unit for sepsis; both made good recovery and were discharged. There were 21 (30%) caesarean sections, (20 emergency, one elective). Indications included mainly obstructed labour, abnormal cardiotocogram (CTG) and fetal distress. Abnormal CTG in first stage of labour was noted to be ≥3 hours after removal of Mysodelle in all patients so was considered unrelated to Mysodelle. Conclusion Mysodelle is an effective induction agent in patients with poor Calder score. Mysodelle reduced time from induction of labour to delivery and resulted in reduced patient stay in the maternity unit. The patient survey showed women were overall satisfied with induction of labour. Our numbers are small to draw definite conclusions. Further audit is needed to establish safety and cost-effectiveness.
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Breech presentation: can we offer more choice for mothers Msami, S Introduction Breech presentation has an incidence of 3-4% at term. In recent years there has been a move away from planned vaginal breech deliveries following the Term Breech Trial. Although caesarean section (CS) is considered safe in many environments it is still major abdominal surgery with significant intraoperative and postoperative risks and increased risk for future pregnancies. Offering suitable patients external cephalic version (ECV) allows women to return to low-risk antenatal and intrapartum care and decrease their risk of emergency CS. ECV has a success rate of 30-80% dependent on the technical skills of the practitioner and individual patient factors. Methods We performed a retrospective audit to assess whether the care provided to mothers with breech babies met local hospital standards, RCOG and national guidelines for the management of breech pregnancy. The study was undertaken at a tertiary unit in the north east of England with average of 8500 deliveries a year with a breech rate of approximately 4.5% at term. Data were analysed for a period of 12 months between 2013 and 2014. The aim was to identify whether discussions regarding the options of ELCS or vaginal delivery including the option ECV had taken place before delivery for eligible women. Results In all, 52.5% of patients with breech babies before labour were deemed suitable for ECV and should have had counselling and discussions regarding mode of delivery. A third declined ECV, for whom there was lack of evidence of any counselling. Our study showed that although nearly half of the patients were identified as unsuitable for ECV, in reality only 15% had absolute contraindication to ECV. We identified lack of information (based on documented consultation) on delivery options once diagnosed with a breech baby as one of the main barriers to women choosing ECV. Women should be aided in making decisions by providing them with relevant up-to-date information on risks with regards to mode of delivery of current and future pregnancies. The unit's success rate at ECV was 47% in 2014-15. Success of ECV and vaginal breech delivery are dependent on skills of the healthcare provider and maternal factors such as parity, engagement of the breech, and liquor volume. Conclusion As a result of audit a new pathway has been implemented for management of breech, this has improved quality of information received and subsequently has improved the ECV success rate. Background Abnormally invasive placenta (AIP) is the term used for placenta that does not separate spontaneously and cannot be removed without causing abnormally high blood loss. Worldwide with increasing multiple-order caesarean sections the incidence of placenta praevia and AIP is increasing. We present a recent case in our unit where ultrasound findings of AIP led to an improved outcome in a patient who presented acutely with bleeding. Case We recently admitted a 29-year-old gravida 9 para 8 onto our labour ward with moderate antepartum haemorrhage at 26 weeks of gestation. She had had a caesarean section for her last child 2 years earlier and had been diagnosed with a major placenta praevia at her 20-week scan. She was lost to follow-up after and did not attend for a follow-up scan. She presented acutely to the emergency room with fresh vaginal bleeding that continued intermittently over a few hours. Bedside ultrasound revealed a major anterior placenta praevia with very large lacunae demonstrating turbulent flow, thinning of the myometrium anteriorly at the base of the bladder and striking colour Doppler flow both in the placenta bed and uterovesical area with bridging vessels. The placenta also appeared to bulge into the bladder. A multidisciplinary meeting was held on the labour ward due to these findings to plan her delivery. Emergency caesarean section was performed an hour later following a further sudden blood loss of 1000 mL. Intraoperative finding was of a focally invasive placenta but the area of invasion could be excised and a combination of suturing and Bakri balloon was used to control the haemorrhage. Total estimated blood loss was 5000mls and the patient had bilateral tubal ligation at the same time. Discussion The European working group on AIP recently published a proposed standardised definitions of the AIP imaging descriptors seen on ultrasound. Using some of the ultrasound descriptors we were able to appropriately plan for the eventuality of massive PPH and prevent a potential hysterectomy and associated morbidity in this patient. Conclusion Accurate preoperative diagnosis and management can significantly reduce morbidity and mortality in cases of AIP. Ultrasound scan looking for the appropriate indicators may be superior to magnetic resonance imaging for diagnosis in the right hands. A prospective study using the EWG-AIP standards to diagnose AIP has now been proposed in our hospital due to the high numbers of cases seen yearly.
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Desorption electrospray ionisation mass spectrometry permits identification of vaginal mucosal metabolome signatures associated with preterm birth risk Lewis, H; Pruski, P; Kindinger, L; Brown, R; Lee, Y; Inglese, P; Bennett, P; Takats, Z; MacIntyre, DA Imperial College, London, UK Introduction Maternal host-microbial interactions influence preterm birth (PTB) risk. In this study we examine the potential of a novel ambient mass spectroscopy (MS) platform, Desorption Electrospray Ionisation MS (DESI-MS), to rapidly assess the vaginal metabolome in early pregnancy and its relationship to pregnancy outcome. Methods High vaginal swabs were collected from 108 women with cervical lengths >25 mm recruited from a high-risk PTB clinic in early pregnancy (8-18 weeks of gestation). PTB was experienced by 27% of the cohort (23/108). Vaginal microbiota was assessed using MiSeq sequencing of the bacterial 16S rRNA genes. Metabolic profiling was performed directly on swabs using an LTQ Orbitrap Discovery mass spectrometer connected to a DESI source. Spectral data were processed using customised scripts in R before being imported into SIMCA for multivariate analysis. Results Metabolic profiles of vaginal mucosa were readily obtained within 30 seconds and approximately 1500 spectral features collected in negative ion mode were used for multivariate modelling. PTB was significantly higher in women with Lactobacillus iners-dominated vaginal microbial communities (45%; 10/32; P = 0.0003). A metabolic signature robustly correlated with subsequent preterm birth could not be detected. However subanalysis of L. iners-dominated samples revealed a clear difference in the mucosal metabolic profile of women subsequently delivering preterm compared with those delivering at term (R2Y:0.91, Q2Y:0.34). Conclusion Our results highlight the capacity of DESI-MS to rapidly detect differences in the vaginal metabolome associated with subsequent preterm birth. Bacterial community structure appears to be a major influence on the vaginal metabolome and subsequent PTB risk. Pre-eclampsia contributes significantly to global maternal and perinatal morbidity and mortality. The search for its aetiology continues, however, angiogenesis and trophoblast invasion are central to its pathophysiology. This study investigates the expression of two complementary angiogenic ligands (vascular endothelial growth factor A [VEGF-A] and endocrine glandderived VEGF [EG-VEGF]) across the maternal-fetal interface (placenta, placental bed and decidua parietalis) of normal and pre-eclamptic pregnancies as well as in maternal and cord sera. Messenger RNA expression was studied using RT-PCR while ELISA was used to investigate circulatory protein levels. VEGF-A and EG-VEGF mRNA expression were suppressed in the placentae and placental beds of pre-eclamptic pregnancies, respectively. In addition, there was less circulatory VEGF-A in the cord sera of pre-eclamptic pregnancies in comparison to healthy controls. No significant differences were observed in mean maternal or cord serum EG-VEGF levels between healthy and pre-eclamptic pregnancies. In conclusion, suppressed pro-angiogenic gene expression (VEGF-A and EG-VEGF) in maternal (placental bed) and fetal (placenta) components of the maternal-fetal interface, respectively, may represent a molecular mechanism that explains a particular phenotype of pre-eclampsia, whose pathophysiology is underpinned by compromised maternal and/or fetal angiogenesis.
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Factors predicting the mode of delivery after a successful external cephalic version: cohort study Anand, K; Keepanasseril, A Jawaharlal Institute of Postgraduate Medical Education & Research, Pondicherry, India Introduction Previous caesarean section and breech presentation has been attributed by WHO to be one of main reasons for rising caesarean section worldwide. Various professional bodies have suggested external cephalic version (ECV) as a safe and effective procedure to reduce breech presentation at term and thereby reduce the caesarean section rates. However, despite a successful ECV many factors contribute to the resultant mode of delivery. In our study we analysed the course of pregnancies after a successful ECV and identified the factors that increase or decrease the probability of vaginal delivery. Objectives To determine factors that are associated with vaginal delivery following successful ECV. Study design Cohort study. Setting Women attending the antenatal clinics in Women and Children Hospital, JIPMER, Pondicherry, India. Population We included a cohort of 372 women with singleton pregnancies who had a successful ECV during the time period from January 2011 and September 2016. Primary outcome Vaginal delivery after successful ECV. Methods Association of various factors with vaginal delivery was assessed using chi-square test or Student's t-test as appropriate. Multivariate logistic regression was performed to assess the independent association of various factors with vaginal delivery after successful ECV. A value of P < 0.05 was considered significant. Result Among the 372 women included, 288 (77.42%) had a vaginal delivery. Multivariate analysis showed that, after successful ECV, multiparity (OR 1.81 95% CI 1.03-3.21) increased whereas history of previous caesarean section (OR 0.24 95% CI 0.11-0.55) decreased the probability of vaginal delivery. Conclusion Parity and history of previous caesarean section are independently associated with the mode of delivery after a successful external cephalic version.
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Maternal and fetal outcome of obstetric emergencies in a tertiary health institution in Bangladesh Bari, S; Ara, G; Nessa, K; Begum, S Enam Medical College Hospital, Savar, Bangladesh Introduction This study was carried out to determine the pattern of obstetric emergencies and its influence on maternal and perinatal outcome at Enam Medical College Hospital, which acts as a tertiary referral centre in Bangladesh. Methods A retrospective study was conducted in the department of obstetrics and gynaecology from 1 June 2014 to 31 May 2016. Cases were categorised as early pregnancy emergencies (ruptured ectopic pregnancy, complications of miscarriage), antepartum and intrapartum emergencies (antepartum haemorrhage, preeclampsia, eclampsia, preterm prelabour rupture of membranes, ruptured uterus), postpartum emergencies (postpartum haemorrhage, retained placenta, placenta accreta, uterine inversion, postpartum eclampsia), puerperal emergencies (postpartum sepsis). Outcomes noted were type of emergency, obstetric intervention done, maternal and perinatal morbidity and mortality. Results A total of 1560 (39.5%) obstetric emergencies occurred among 3940 deliveries during the study period. Unbooked patients formed the bulk of the cases (60.3%). The maternal age ranged from 15 to 45 years with a mean of 30 AE 2 years. The parity ranged from 0 to 8 with a mean of 3 AE 1. The most common obstetric emergencies were obstetric haemorrhage (61.5%) in antepartum and postpartum cases, severe preeclampsia and eclampsia (24.5%) and preterm prelabour rupture of membranes (10%). Other important types of emergencies include puerperal sepsis and ruptured uterus. There were 28 maternal deaths within the period, and obstetric emergencies accounted for 19 maternal deaths. Seventeen of the maternal deaths occurred among unbooked patients, whereas only two out of the booked patients died. Out of 120 perinatal deaths during the study period, obstetric emergencies were responsible for 96. The perinatal death rate was also significantly higher in unbooked than booked patients. The obstetric interventions were caesarean section (45.5%), exploratory laparotomy (31.5%) and blood transfusion (40%). A total of 68 women needed intensive care unit support, mostly in haemorrhagic shock and complication of hypertensive disease in pregnancy. A total of 730 newborns needed neonatal intensive care unit support, mostly for prematurity and asphyxia. Conclusion Prevention or effective management of obstetric emergencies will help to reduce maternal and perinatal mortality in our environment. A better outcome can be achieved by national policy of promoting utilisation of antenatal care, institutional deliveries, skilled birth attendance at delivery, making budget for pregnancies and childbirth at family level, adequate funding of social welfare services to assist indigent patients, liberal blood transfusion and regular training of doctors and nurses.
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Evaluation of the risk of thrombo-embolism in the obstetric population using a general hospital wide digital evaluation system Al-Aghbari, M 1 ; Al-Aghbari, M 2 ; Alkherbash, M 2 ;
Boraei, A Introduction The survey was conducted to ascertain the usefulness of this digital system and its relevance to the obstetric population based on the RCOG guidelines. Thrombo-embolism is an important cause of obstetric morbidity and mortality. Our hospital has an electronic Health Information
Conclusion Actim PROM is a simple, cost-effective, reliable and fast in making an accurate PPROM diagnosis regardless of contaminating substances (e.g. blood, vaginal discharge, semen, urine and disinfectant solutions). Obstetricians and midwives were keen to use it and felt it was a valuable option where history was vague and clinical examination was inconclusive. Unnecessary interventions were avoided and correct treatment was started promptly when indicated. An enthusiastic approach to Actim PROM led to potential over-use even in cases with no indication. Optimal use, based on local guidelines, should be emphasised in order to benefit from avoiding inaccurate diagnosis. Periodic reaudits should be considered for maintaining the compliant clinical practice and improve antenatal management.
Category J: Poster Presentations: Maternal Medicine JP201 Challenges in managing a pregnant woman with severe congenital cyanotic heart disease-a case report Jiayi, L; Kok, TL; Le, TJ; Loy, TE; Andy, TWK Singapore General Hospital, Singapore, Singapore
Background Medical advances have increased survival of patients with congenital heart disease, resulting in >85% of them surviving into childbearing age. However, cardiac disease in pregnancy carries significant maternal and fetal risks, posing enormous challenge to obstetricians. In particular, cyanotic congenital heart disease is associated with increased maternal complications such as cardiac failure, arrhythmias, thromboembolic events and death. Associated fetal complications include small-for-gestational-age (SGA), miscarriage, prematurity and its associated morbidities. In this case report, we report a case of a pregnancy in a highly complex cyanotic congenital heart disease. Case Our patient is a 28-year-old primigravida with cyanotic congenital heart disease and a univentricular heart. Her 2D echography showed dextrocardia, tricuspid atresia, hypoplastic right ventricle and transposition of great arteries with atrial septal defect and ventricular septal defect. She underwent pulmonary artery banding at 6 weeks of life and bidirectional cavopulmonary connection with right pulmonary artery patch-plasty at 19 years. She was seen in our High Risk Clinic at 8 weeks of gestation of an unplanned pregnancy against medical advice and subsequently followed-up closely in our combined clinic with cardiologists. At 16 weeks of gestation, the patient was admitted for decreased effort tolerance from baseline, secondary to increased shunting across her septal defects. Multidisciplinary, e.g. obstetric, cardiology, anaesthesia, haematology, neonatology, cardiothoracic surgery meetings were held to co-manage the high-risk pregnancy. There were no fetal cardiac anomalies or evidence of fetal growth restriction shown on serial ultrasound scans. She underwent an elective caesarean section under general anaesthesia at 26 +5 weeks gestation in view of deteriorating cardiac function. A baby boy, 870 grams was delivered with Apgar scores of 4, 4, 6, 9 at 1, 5, 10 and 20 minutes. The baby was admitted to the Neonatal Intensive Care Unit in view of poor respiratory effort and developed multiple complications of extreme prematurity such as respiratory disorders, neurological and metabolic complications, subsequently discharged stable on Day 122 of life. The patient remained stable postoperatively and was discharged well on postoperative day 10. She had no deterioration in her cardiac function or functional class at her last cardiac review 4 months post delivery.
Conclusion There are few reported cases of successful pregnancies complicated by maternal cyanotic heart disease. These pregnancies require multidisciplinary care to ensure optimal management of the mother and fetus.
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A rare case of Staphylococcus lugdunensis endocarditis in pregnancy: a case report and review of literature Ashiq, S
Corniche Hospital, Abu Dhabi, United Arab Emirates
Background Infective endocarditis is very rare in pregnancy and related case reports are scarce. It is known to cause significant fetal and maternal morbidity and mortality. We present an interesting case of clinically significant bacteraemia (defined as positive blood cultures and systemic inflammatory response syndrome without an alternative explanation) in a pregnant woman.
Case This 28-year-old patient presented at 28 weeks and 4 days of gestation as feeling unwell with 5 days history of fever, chills and nausea. This was her second pregnancy and was a twin gestation complicated by gestational diabetes on treatment. Routine analysis revealed raised C-reactive protein (CRP) and mildly deranged liver enzymes. Her urine analysis and chest X-ray were normal. She was commenced on oral antibiotics and discharged home. She presented a couple of days later with persistent symptoms and was admitted for further evaluation. Her blood cultures revealed clusters of Gram-negative cocci, confirmed as Staphylococcus lugdunensis. Her liver functions remained stable but her CRP was rising. She was started on intravenous cefotaxime to which she did not respond. There was no identifiable source of infection. In view of her worsening condition, the Infectious medicine Consultant was involved who requested trans-oesophageal echocardiogram. This confirmed infective endocarditis as seen by a large vegetation on the tricuspid valve and moderate tricuspid regurgitation. Her antibiotics were changed to vancomycin and she had an emergency caesarean section for premature rupture of membranes. Her postoperative period was uneventful and she was transferred to the cardiac unit for surgical intervention. She had a valve repair and replacement and was advised to continue intravenous vancomycin for another 6 weeks.
Conclusion Staphylococcus lugdunensis causes a rare but destructive form of infective endocarditis that can involve structurally normal native valves. It is more aggressive than other coagulase-negative staphylococci and despite being sensitive to
